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ABSTRACT 
 
The main purpose of this quantitative, descriptive, non-experimental study was to 
explore the perceptions of nurses in supervisory roles (NSRs) regarding competence of 
novice professional nurses (NPNs) in health education.  
 
The study’s conceptual frameworks were the objectives of the Regulation R.425 
programme and the scope of practice of professional nurses. The study sought to reveal 
whether the NPNs were competent in health education and in identifying barriers to 
health education, and to make recommendations. A structured questionnaire was used 
for data collection from the professional nurses in supervisory roles. The data was 
analysed using the Statistical Package for the Social Sciences (SPSS) version 21.0 
program. 
 
The results revealed that NPNs were competent in health education, however, paid less 
attention to family involvement and patients’ level of education (a barrier to health 
education).  The study recommended assessment of the level of education of patients 
and involvement of family members when giving health education. 
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Competence; health education novice professional nurses; nurses in supervisory roles; 
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1 
CHAPTER 1 
 
ORIENTATION TO THE STUDY 
 
 
1.1 INTRODUCTION AND BACKGROUND TO THE PROBLEM 
 
The lifestyle behaviour of the citizens of a country, including the Republic of South 
Africa (RSA), has a big influence on the health outcomes, that is, the morbidity and 
mortality rates of the population. Health education is an effective tool that helps to 
improve and promote healthy behaviour in developing countries because, through 
conditioning, it helps reshape people’s habits of unhealthy lifestyle. Thus, healthy 
lifestyle is attributed to the information people have about their health (American 
Association for Health Education 2010:3). Nurses give patients such information 
through health education in the health care institutions (HCIs). Health education of 
patients forms part of nurses’ daily activities, hence, also a key competency to be 
developed during their undergraduate training years (SANC 1992). As with other skills, 
the provision of health education will also continue to develop after graduation. 
However, it is assumed that nurses who are clinically competent are able to give 
relevant health education. The reality, however, might be different and as such this 
issue is in need of scrutiny. 
 
This introductory chapter provides an overview of how the study of the perceptions of 
nurses in supervisory roles (NSRs) on competence of novice professional nurses 
(NPNs) in health education was conducted. The focus of the discussion is on the 
research problem that is under investigation, the significance and aims of the study. 
Furthermore, the chapter provides the definition of pertinent terms, the conceptual 
framework and the assumptions. A brief outline of the research design, methods, ethical 
considerations and the scope and limitations of the study are provided. There is also a 
description of the structure of the entire study before the chapter is concluded. 
 
 
2 
1.2 RESEARCH PROBLEM 
 
In this section the researcher discusses the source of the research problem, 
background information and the problem statement. 
 
1.2.1 The source of the research problem 
 
The researcher having worked in the clinical setting for about ten years has listened to 
the negative comments from the senior professional nurses about the NPNs from the 
basic nursing programme [R.425 leading to registration as a nurse (general, psychiatry 
and community) and midwife of 1985]. The researcher has also observed that the NPNs 
demonstrate lack of competence in health education. For example, when patients are 
discharged they are given general health education about the disease and not specific 
information about the patients’ special needs. As a tutor, the researcher has pondered 
on this and wondered whether the NPNs really lack the required levels of competence 
or if they experience problems in adjusting to their new roles and their working 
environments as well as the demands placed on them. This culminated to the urge to 
determine the perceptions of more senior professional nurses regarding the R.425 
professional nurse’s competence in health education.   
 
The decision to conduct this study was based on the belief that good health education 
could contribute towards improved health of individuals. When people have received 
health education, they may take care of their own and dependents’ health, especially at 
preventive and promotive levels. It is therefore necessary to determine whether the 
NPNs possess competence in health education from the point of view of NSRs. Should 
they be found to be lacking competence in health education, recommendations will be 
made for the curriculum refinement. 
 
1.2.2 The research problem and background to the problem 
 
Every health care professional has a responsibility to perform in accordance with the 
standards of practice. Similarly, nurses are expected to function in accordance with 
certain standards set out by the South African Nursing Council (SANC). The 
professional nurse education and training programme should aim at ensuring that the 
public are managed by professional nurses of high quality and who are competent in 
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rendering nursing care in different health care settings [SANC 2011, Paragraph 4(2) 
(a)]. These standards define acceptable and safe levels of performance by nurses and 
are important as criteria against which performance is measured. In the recent nursing 
strategic plan, it was emphasised that the South African health system requires nurses 
who have competence and expertise to manage the country’s health care needs (South 
Africa 2012:5, 12). 
 
Many studies have been conducted on the competence of nurses in general. For 
instance, Salonen, Kaunonen, Meretoja and Tarkka (2007) studied the competency 
profile of the recently qualified nurses working in Finland’s intensive and emergency 
departments. Lauder, Watson, Topping, Holland, Johnson, Porter, Roxburgh and Behr 
(2008) investigated whether Scotland’s student nurses and midwives were fit for 
practice. Chan, Tam, Lo, McNaught and Shiu (2010) evaluated the competencies of 
nurses at six and eighteen months after graduation and Berkow, Virkstis, Stewart and 
Conway (2009) studied the competency profile of recently qualified nurses in 
Washington.  
 
There is, however, a paucity of studies on competence in health education even though 
there is a great need for it. Hence, in an effort to address the identified research gap, 
this study seeks to determine nurses’ competence in health education. In doing so, the 
study is informed by the South African Qualifications Authority (SAQA) which outlines 
eight critical cross-field outcomes that are embedded with each standard of a 
qualification, one of which is the ability to communicate effectively. In this regard, the 
SAQA (1998:6) clearly states that for nurses to be effective and competent in health 
education; they should be able to communicate effectively through verbal and written 
words. This therefore indicates that communication as a critical cross-field outcome is 
vital. 
 
According to a study on health care practices influencing health promotion among urban 
black women in Tshwane, RSA, seventy percent of respondents declared willingness to 
learn (Wright & Maree 2008). There was, however, an indication that the clinic 
environment was not always conducive for learning (Wright & Maree 2008:4). In 
addition, when patients’ knowledge of prevention of hypertension was studied the 
results revealed poor knowledge of risk factors. This occurs despite the fact that it is the 
nurses’ professional obligation to provide patients with the relevant information on 
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health promotion and disease prevention (Boulle 2009:90-91; Geyer, Mogotlane & 
Young 2009:64). 
 
Studies reveal that the NPNs and student nurses tend to rate themselves high on 
competence (Lauder et al 2008:1863-1865; Salonen et al 2007:797). However; 
Cronenwett, Sherwood, Bornsteiner, Disch, Johnson, Mitchell, Sullivan and Warren’s 
(2007) survey reported that the nursing students did not exit the training with the 
necessary knowledge, skills and attitudes expected of a professional nurse, regardless 
of these aspects being taught. As a result, these researchers sought a programme on 
‘quality and safety education for nurses’ to bridge the gaps (Cronenwett et al 2007:126). 
Reports on lack of confidence and competence are not unique to nurse neophytes. 
Jaschinski and De Villiers (2008) studied factors influencing skills development for 
medical interns in Western Cape, RSA. Their findings confirmed that there is an initial 
fear and lack of confidence, which improves with time (Jaschinski & De Villiers 
2008:70c). It is, however, unrealistic to expect from the nursing education institutions 
(NEIs) to prepare the NPNs to be competent in all skills needed by the acute care 
settings. Therefore, the novice nurses should initially practice these skills under 
supervision to fine tune their competency (Duchscher 2008:448). 
 
In another study, Anderson and Kiger (2008:445-447), investigated how final year 
students experienced unsupervised visits to patients at home. Findings showed that 
their confidence gradually increased with time; they believed in themselves and many 
skills such as problem-solving, communication and practical skills were strengthened as 
they directly and independently interacted with patients. Based on this study, it is 
evident that to produce competent nurses, skills cited above must be cultivated during 
training of student nurses. 
 
1.2.3 The problem statement 
 
A number of local and international studies have reported problems with competence of 
novice professional nurses (Berkow et al 2009:17-22; Bell 2007:8). The SANC defines a 
professional nurse as ‘one who is qualified and competent to independently practise 
comprehensive nursing in a manner  and to the level prescribed and who is capable of 
assuming responsibility for such practice’ (South Africa 2005:25). 
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Employers expect the employees to be competent practitioners from the time of their 
employment, yet there is a perception that novice practitioners are lacking competence 
in certain areas (ICN 2009:6). Searle, Human and Mogotlane (2009:150) put it explicitly, 
“the public has the right to expect competent, high quality, ethically based personal care 
for health care professionals it has educated and awarded certain exclusive privileges”. 
Hence, the issue of competence is fundamental in nursing care and therefore the crux 
of this study. 
 
One of the expected competencies of the professional nurses according to their scope 
of practice is health education. This competence is developed from the first year of 
study as it is one of the learning outcomes in the Community Nursing Science 
component based on guidelines for R.425 programme (SANC 1992). Lack of 
competence in health education may lead to patients not receiving appropriate 
information regarding their condition. In view of the above, the researcher was prompted 
to study competence in health education according to the perceptions of the senior 
nurses. The NPNs work under direct supervision of the senior nurses from their first 
month in the clinical area following completion of training, therefore the NSRs are in a 
better position to observe and report on these competencies or lack of competencies. 
 
In a study of health care practices that influence health promotion in Tshwane, 
disturbingly, Wright and Maree (2008:42) reported that the professional nurses in 
primary health care settings are being rude to patients thus hindering them from asking 
questions during health education, created an environment that negatively influenced 
behaviours of urban black women.  
 
The assumption and problem, therefore, is the possible lack of competence by newly 
qualified professional nurses in providing health education to patients and their 
dependents. 
 
1.3 SIGNIFICANCE OF THE STUDY 
 
Determining the perceptions of NSRs on the competence of novice professional nurses 
in health education will help identify the problem areas from a supervisory viewpoint. In 
teaching and learning the study will also make recommendations for reviewing the 
curriculum for the R.425 programme in KwaZulu-Natal College of Nursing (KZNCN). It 
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will also give an indication about which skills or areas in health education need 
additional or special attention. 
 
1.4 AIMS OF THE STUDY 
 
Research aims at identifying problems or making recommendations about a particular 
issue (LoBiondo-Wood & Haber 2006:6; Polit & Beck 2010:4). The purpose of this study 
is to determine the perceptions of nurses in supervisory roles (NSRs) regarding the 
competence (or the lack thereof) of novice professional nurses (NPNs) in providing 
health education to the patients according to the patients’ health conditions and in 
accordance with the programme objectives of SANC. The researcher decided to explore 
the perceptions of the NSRs as they are more experienced than NPNs in providing 
health education; and also to get more objective results. This knowledge will assist the 
researcher to identify relevant areas of deficit (if any) related to health education in the 
curriculum of undergraduate nurses. The study may also make recommendations based 
on the findings on how to develop and improve skills in teaching and learning health 
education; should the limitation in health education be identified. 
 
1.4.1 Research objectives 
 
In order to gain insight into the perceptions of the NSRs regarding competence of NPNs 
in health education, the following research objectives were formulated: 
 
 Explore the perceptions of NSRs regarding skills and knowledge (competence) 
the NPNs display in rendering health education to patients. 
 Determine whether, according to the NSRs’ perceptions, NPNs are able to 
identify barriers to health education. 
 Recommend the curriculum refinement to enhance health education. 
 
1.5 DEFINITION OF CONCEPTS 
 
For the purpose of understanding this research study, the following key concepts have 
been defined. The conceptual definition is given first followed by the operational 
definition of the study.  
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1.5.1 Programme  
 
According to SANC Regulation (Regulation R.174, 2013), programme ‘means a 
purposeful and structured set of learning experiences that leads to registration in the 
categories professional nurse and midwife’. In this study, it refers to the four year basic 
nursing diploma or degree offered by accredited nursing education institutions (NEIs) in 
South Africa. 
 
1.5.2 Learner nurse 
 
A learner is a person who is studying at school, college or university in order to gain 
knowledge and skill to use in the service of mankind (Compact Oxford Dictionary & 
Thesaurus 2006:522). A learner nurse (also known as a student nurse) is a person 
undergoing education or training in nursing at a SANC accredited NEI (South Africa 
2005:5, 27). In this study a learner nurse is a person, registered at a SANC accredited 
NEI, for a basic four year nursing diploma or degree in South Africa. The term ‘learner 
nurse’ and ‘student nurse’ will be used interchangeably and as synonyms in this study. 
 
1.5.3 Programme outcomes 
 
Programme outcomes were previously known as programme objectives. They refer to 
the exit level outcomes of the qualification, which the professional nurse or midwife 
should be able to do on completion of training (Regulation R.174, 2013).  
 
The objectives refer to something that is aimed at and provide criteria for evaluation 
(Compact Oxford Dictionary and Thesaurus 2006:623). In this study, programme 
objectives refer to the outcomes of the R.425 curriculum, which must be mastered 
within a minimum of four years of training (Regulation R.425, 1985). 
 
1.5.4 Professional nurse 
 
A nurse is a person who has successfully completed an approved basic nursing 
programme and is qualified, competent and authorised to practise in his/her country 
(Baillière’s Nurses’ Dictionary 2005:274; NMC 2008:6). 
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A professional nurse is a person who is qualified and competent to independently 
practise comprehensive nursing in the manner and to the level prescribed, and who is 
capable of assuming responsibility and accountability for such practice (South Africa 
2005:25). In this study a professional nurse is a nurse who has acquired a diploma or a 
degree in basic nursing according to SANC’s Regulation, R.425, as amended, or a 
Bridging Course Diploma for Enrolled Nurses leading to registration as a General Nurse 
or a Psychiatric Nurse, according to SANC’s Regulation R.683. 
 
1.5.5 Nurses in supervisory roles (NSRs) 
 
To supervise refers to being in charge of the carrying out of the task or work by another 
person, making sure that everything is done correctly (Compact Oxford Dictionary and 
Thesaurus 2006:922).  A nurse in supervisory role in this study shall refer to the 
professional nurse who has been practicing in the general nursing field for three or more 
years after completion of training and registration with SANC and is involved in the 
supervision of NPNs. 
 
1.5.6 Novice professional nurse (NPN) 
 
A novice is defined as a person who is new in a job and therefore lacks experience 
(Compact Oxford Dictionary and Thesaurus 2006:619). In this study, a novice 
professional nurse shall imply a professional nurse who has less than two years of 
clinical experience following registration with SANC. The researcher decided on two 
years because literature consulted referred to novice or newly qualified nurses as those 
in the first month to less than two years of experience following registration as a nurse 
(Lofmark, Smide & Witblad 2006:723; Salonen et al 2007:794). 
 
1.5.7 Competence 
 
Competence refers to the quality or condition of being able, fitted or properly qualified, 
with the ability to integrate learned theory to practice in the relevant context.  It is the 
transfer professional attributes like knowledge, skills, attitudes, judgment, beliefs, values 
and technical abilities to a relevant and new situation in order to render safe, effective 
care (NMC 2008:6; South Africa 2005:2; SANC 2013, Paragraph 1; SAQA 1998:2). 
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Verma, Paterson and Medves (2006:109) refer to competence as ‘a behaviour or set of 
a behaviour that describes excellent performance in a particular work context (e.g., job, 
role or group of jobs, function or whole organisation)’. In this study, competence shall 
mean the ability to use necessary skills in rendering care to patients with a special focus 
on the cognitive and affective skills of providing health education. 
 
1.5.8 Perceptions 
 
Perceptions refer to a belief you have as a result of how you perceive, are aware of, or 
understand something (Compact Oxford Dictionary and Thesaurus 2006:669). Berman 
and Snyder (2012:418) define perceptions as the ways people interpret their beliefs, 
environment and practices. For the sake of this study, perceptions shall refer to insights 
the respondents, that is, the NSRs, have regarding the competence of the NPNs in 
providing health education. 
 
1.5.9 Health education 
 
Education is the process of teaching, learning and training, which occurs in schools or 
colleges which aim to improve knowledge and develop skills. It involves facilitation of 
learning and giving guidance to those who are learning (Bruce, Klopper & Mellish 
2011:10; Oxford Advanced Learner’s Dictionary 2006:467). Health education is the type 
of learning that is imparted to patients regarding their health-related issues, which aims 
to enable them to make informed decisions and positively change their lifestyle 
behaviour (American Association for Health Education 2010:3). For the purpose of this 
study, health education shall mean information given to patients which aims to promote 
health and prevent disease. 
 
1.6 CONCEPTUAL FRAMEWORKS OF THE STUDY 
 
The SANC is the standard regulating body and Education and Training Quality 
Assurance (ETQA) body of the education and practice of nurses in South Africa. The 
researcher, therefore, employed the following SANC regulations that govern nursing 
education and practice of professional nurses in RSA to guide the study of perceived 
competence of NPNs in health education: 
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 Chapter 2 of The Scope of Practice of nurses in RSA, Regulation R.2598, as 
amended [SANC 1984, Paragraph 2]. 
 Programme Objectives of the Programme leading to registration as a nurse 
(general, psychiatric and community) and midwife, Regulation R.425, as 
amended) [SANC 1985, Paragraph 6(2)]. 
 
1.7 ASSUMPTIONS 
 
Assumptions are statements, which are accepted as true on the basis of reason, having 
not been scientifically proven or verified (Polit & Beck 2012:720). 
 
1.7.1 Assumptions about nursing 
 
High quality and safe health care is dependent on competent nurses. Competencies, 
which are expected from the learners who followed the basic nursing programme, are 
stated as programme objectives by SANC and the scope of practice of professional 
nurses. Effective health education supports healthy living and ultimately improved 
health (Van Wyk 2011:121-122, 392). It is assumed that competent nurses are able to 
give health education to individuals, community or groups. 
 
1.7.2 Assumptions about nursing education 
 
NEIs aim at the development of competent nurses. It is assumed that these nurses will 
be competent on completion of an educational programme. It is the responsibility of the 
educators to teach health education principles and skills to learners, who should put 
these into practice. Competence in health education is evaluated during training in the 
form of continuous assessments.  When learners are able to apply these principles and 
skills; they are deemed competent in a selected aspect of health education.  
 
1.7.3 Assumptions about research 
 
People form perceptions based on their daily observations and experiences and these 
are communicated by means of language. Senior nurses form perceptions about the 
competence of novice nurses, for example, on observing them providing health 
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education to patients. Perceptions can be assessed and quantified using a 
questionnaire with statements which have numerical values. 
 
1.8 RESEARCH DESIGN 
 
A research design is the plan of action that the researcher puts in place for the 
proposed study. It flows directly from the research questions and the study purpose. 
The design informs how the proposed study will be conducted. It is the framework of the 
study in that it determines the methodology of the study and informs the strategy for 
conducting a particular study. The design guides planning and implementation of the 
study (Brink, Van der Walt & Van Rensburg 2012:96; Burns & Grove 2009:218; 
LoBiondo-Wood & Haber 2006:202; Maree 2010:257). 
 
1.8.1 Descriptive non-experimental design 
 
Descriptive studies do not use experiments, rather, the research ‘describes’ the 
phenomena as they naturally occur. In this sense, the behaviour or event is observed 
without manipulation of variables. That is why it is described as the simplest form of 
research, which utilises level two questions, i.e., what, who, how, how many, how much 
(Brink et al 2012:112; Polit & Beck 2012:226; Rugg & Petre 2007:149). A descriptive 
and non-experimental research design was used to investigate the NSRs’ perceptions 
regarding the competence of NPNs in rendering health education.  
 
The purpose of the descriptive design is to uncover knowledge that has not been 
discovered, i.e., it may discover new aspects about a phenomenon or relationships 
between variables, thus it will explore and explain relationship between variables. It 
describes the state of affairs about a phenomenon (Brink et al 2012:112). It provides a 
quantitative description of trends, attitudes or opinions by studying a sample of that 
population. For instance, whether NPNs are found to be competent or not might inform 
us about the entire population of the R.425 diplomats. The findings, therefore, might be 
generalised to the rest of the R.425 diplomats (Brink et al 2012:112-113; Creswell 
2009:145). It is proposed that such a study could improve the quality of health education 
and ultimately the health of a community. 
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1.8.2 Research paradigm 
 
The research paradigm that was used for this study was a quantitative approach. 
According to Maree (2010:145), ‘quantitative research is a process that is systematic 
and objective in its ways of using numerical data from only a selected subgroup of the 
universe (or population) to generate the findings to the universe that is being studied’. 
This approach uses numerical data from the sample to generalise findings to the entire 
population under study.  
 
The quantitative approach is mostly used by social researchers. This is due to the fact 
that quantitative research identifies trends, over and above explaining relationships 
between variables. In the same vein, the researcher of this study identifies ‘competence’ 
as a variable of interest and then develops conceptual and operational definitions of the 
variables. This is followed by data collection from the subjects, using narrow research or 
closed-ended questions which can be used on a large sample size. To measure 
‘competence’, the researcher asked subjects to rate competence on a Likert scale. The 
scale ranged from 1 to 5 where 1 was strongly disagree, 2 disagree, 3 uncertain, 4 
agree and 5 strongly agree. Each item on the questionnaire was assigned more than 
one value, from which the subjects chose their responses. The words were assigned 
numerical value for statistical purposes, so that they can measure the variable 
‘competence’ and present results in percentages and averages. The researcher relies 
on numerical data to test the relationship between variables or describe trends of 
phenomena (Creswell 2009:3-4; Maree 2010:257; Polit & Beck 2010:68). 
 
This approach was chosen to achieve the study objectives and measure the variable 
‘competence’. The NSRs rated their perceptions on a given scale and through statistical 
analysis, their perceptions about competence of novice nurses were determined. 
 
1.9 RESEARCH METHODS 
 
Research methods will explain how the sample was selected, how data were collected 
and analysed. 
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1.9.1 Population 
 
The data may be collected from people, events, institutions or documents. In this study 
the data source were people, the nurses in supervisory roles. 
 
1.9.1.1 Population universum 
 
Population universum refers to the entire group of subjects with specific properties and 
having common characteristics which are of interest to the researcher. It is the target 
population to which the researcher would like to make generalisations about the study 
results. The population is defined to meet the requirements for inclusion in the study 
(Brink et al 2012:131; Burns & Grove 2009:343-344; LoBiondo-Wood & Haber 
2006:263; Polit & Beck 2012:273,738; Polit & Beck 2010:307). In this study, the 
population of interest were all professional nurses working in KwaZulu-Natal Province, 
with 3 or more years of clinical experience following registration with SANC. The 
researcher decided on 3 or more years of experience because literature consulted 
referred to experienced or senior or expert professional nurses as professional nurses 
with 3 or more years of experience (Hallin & Danielson 2007:65; Ericsson, Whyte & 
Ward 2007:E66). 
 
1.9.1.2 Accessible population 
 
This is the limited population that the researcher is able to access as the entire target 
population may be too large to study or access. The accessible population is reachable 
to use in terms of size and location, it represents the target population (Brink et al 
2012:208; Burns & Grove 2009:344; Polit & Beck 2010:307). The accessible population 
in this study were NSRs working at a selected hospital, hospital X, in the eThekwini 
district of KZN Province. The researcher requested a list from the Human Resource 
Department with the names of all the professional nurses employed at Hospital X. On 
this list the researcher indicated the number of years post-registration. Only those 
professional nurses with 3 or more years of post-registration clinical experience were 
included in the study. This list determined how many professional nurses met the 
eligible criteria. 
 
 
14 
1.9.2 Sampling 
 
A sample refers to ‘a part or fraction of a whole or subset of a larger set, selected by the 
researcher to participate in a research study’ (Brink et al 2012:131-132). Sampling 
means selecting a group of elements to use in a study, that can be people, documents, 
events, animals or any group of elements (Burns & Grove 2009:343). Sampling is a 
means of selecting the sample, that is, the actual study units or participants.  
 
There are two types of sampling approaches, namely probability and non- probability 
approaches. This study used non-probability approach. The non-probability approach is 
mostly used when the researcher is unable to access the entire population, but she can 
select those knowledgeable about the phenomenon. The non-probability approach 
involves non-random selection of elements; therefore this sampling type is less likely 
than the probability type to produce accurate representative samples, though it may 
represent the population and therefore generalising the results may be risky (Brink et al 
2012:139; Maree 2010:176-177; Polit & Beck 2012:276). The sample consisted of 
nurses in supervisory roles at hospital X that were on duty on the days of data 
collection. The researcher personally hand-delivered the questionnaires to the NSRs 
and collected them on the agreed upon date and time convenient to the participants. 
 
1.9.2.1 Types of non- probability sampling 
 
The following are types of non-probability sampling: convenience; quota; snowball and 
purposive sampling (Brink et al 2012:139; Maree 2010:176-178). This study used 
convenience sampling. 
 
1.9.2.1.1 Convenience sampling 
 
Convenience sampling uses the most conveniently accessible people as study 
participants, for example distributing questionnaires to the NSRs on duty on the day of 
data collection. In this method, the researcher selects and uses the readily available 
subjects for the study, thus leaving minimal opportunity to control bias. Participants may 
not be necessarily known to the researcher. This method is sometimes called 
‘haphazard sampling’ because of its likelihood to cause bias. Convenience sampling is 
also referred to as a ‘take-them-where-you-find-them’ method of obtaining participants. 
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Since this method is known for bias, the researcher carefully described decisions 
related to sample selection in order to identify and describe known biases in the sample.  
 
This sampling method has some advantages, that is; it is economical, time-saving and 
uses the most accessible participants for the study (Burns & Grove 2009:353-354; 
Cozby 2004:132; Maree 2010:10,132; Polit & Beck 2010:341). In this study, 
convenience sampling took place as the researcher distributed the questionnaire only to 
the NSRs on duty at the specific day and time when data were collected. The 
permission to distribute questionnaires was sought from the nursing service manager.  
 
1.9.3 Data collection 
 
Data collection involves methods for gathering information from different sources during 
the study in order to address a research problem. The approach can include 
observation, interviewing and testing (Brink et al 2012:57; Polit & Beck 2012:725). 
 
1.9.3.1 Data collection approaches 
 
The quantitative research employs objective and structured data collection approaches. 
This helps to ensure that data cannot be influenced by the researcher or the fieldworker 
collecting it. Systemic approach was used whereby data was collected the same way 
from every subject (LoBiondo-Wood & Haber 2006:320). 
 
1.9.3.2 Data collection methods 
 
The structured approach uses objective methods of data collection, like self-reports and 
interviews. Information is collected from all participants. The closed-ended questions of 
the instrument have fixed/alternate responses like ‘yes’ or ‘no’ as well as Likert scale 
type questions. Quantitative researchers strive for methods that are as objective as 
possible. The task of the respondents is simplified, no need to think how the answer 
should be worded. However, the information gathered may miss important aspects 
about the subject (LoBiondo-Wood & Haber 2006:320-326). 
 
The following are mostly used by nurses: self-reports, direct observation and bio-
physiological processes (Polit & Beck 2012:188). Quantitative data collection plans are 
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‘cast in stone’.  With the structured instruments, researchers strive to ensure objectivity 
(Polit & Beck 2010:339). When self-reports are used, such as questionnaires, the 
participants complete the questionnaires themselves by responding to the same set of 
questions. The close-ended questions have structured responses to choose from. The 
advantages are that it is easier to compare responses, analysis is facilitated even 
though they are difficult to construct, and more can be completed than the case with 
open-ended questions (Polit & Beck 2010:339). This study employed self-reports as 
data collection method. 
 
1.9.3.2.1 Self-reports 
 
In order to find out what people’s beliefs are, what their perceptions are, or how they 
feel about an issue, you ask them questions.  Self-reports are used to collect 
information from respondents by asking them questions in the form of questionnaires 
and/ or interviews. In quantitative research, like in this study, closed-ended questions 
were utilised (Maree 2010:258; Polit & Beck 2010:339).  A set of questions with possible 
answers was presented to the respondents from which to choose suitable responses. 
Self-reports are commonly used in large surveys where questionnaires may be posted 
or hand-delivered to a group of participants, e.g. during nurses meeting, if nurses are 
the subjects (Polit & Beck 2012:310-311).  In this study, questionnaires were hand-
delivered to respondents and collected after a specified period of time.  
 
1.9.4 Data analysis 
 
Quantitative research uses closed-ended questions, where responses are given 
numerical values. The numerical data then needs to be analysed so that it can be 
interpreted to answer the research questions. Quantitative research therefore uses 
descriptive statistics. In these statistics, the researcher is able to describe and 
summarise data collected during questionnaire administration (LoBiondo-Wood & Haber 
2006:358-359). Descriptive statistics uses averages and percentages, graphs and 
charts (Creswell 2009:152, 228; Mouton 2001:153; Polit & Beck 2010:392). Descriptive 
statistics give a systematic description of the numbers; data is then quantified, i.e. 
converted to numerical form. Analysis can then be done using computer programs, e.g. 
quantify male and female gender as 1 and 2 respectively (Babbie 2007:405; Rugg & 
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Petre 2007:171). In this study, data will be analysed by a statistician using the Statistical 
Package for the Social Sciences (SPSS). 
 
1.10 RELIABILITY AND VALIDITY 
 
The quality of any research depends on the reliability and validity of the whole process. 
Reliability and validity of research will be described briefly, in relation to the current 
study. 
 
1.10.1 Reliability 
 
Reliability means the degree of consistency, accuracy or dependability with which the 
instrument measures the attribute it is designed to measure, thus yielding the same 
results every time (Brink et al 2012:169-170; Polit & Beck 2012:331, 741).  
 
The instrument was pre-tested using experienced professional nurses; and was used 
for the actual study as it was found to be suitable during pre-testing. If the respondents 
of the same population can be used again, the same results will be expected. The 
researcher calculated the correlation of each item with every other item to develop 
internal consistency using the Cronbach Alpha for reliability. The correlation of each 
item was examined with the total score based on all items (Cozby 2004:88, Polit & Beck 
2012:331-335, 740). 
 
A statistician was also requested to evaluate the items for relevance to specific research 
questions and to check for the reliability of the instrument. Most items designed were 
based on the literature review and the conceptual frameworks that underpin the study 
(Polit & Beck 2010:373). 
 
1.10.2 Validity 
 
Validity means the degree to which the instrument measures what it purports to 
measure, it determines the extent to which the instrument actually reflects the abstract 
concept being examined (Polit & Beck 2010:571, 377). To ensure validity of data 
 
18 
collection the researcher arranged for expert researchers to test for validity of the 
research. 
 
Content validity was also ensured by deriving the items of the instrument from the 
literature reviewed on concepts of health education and competence. It was submitted 
to both study supervisors as well as the fellow research students, who are KwaZulu-
Natal College of Nursing (KZNCN) lecturers, to judge it for content validity. These 
lecturers teach health education and therefore no formal instrument like content validity 
index was utilised (Polit & Beck 2012:723). 
 
Face validity refers to the extent to which the instrument appears to measure what it 
desired to measure (De Vos, Strydom, Fouché & Delport 2011:173-174; Polit & Beck 
2010:554). The research supervisors checked and approved the instrument as it 
appeared to measure the construct under study. 
 
1.11 ETHICAL CONSIDERATIONS 
 
A good research study conforms to the moral and legal standards of the scientific 
inquiry. The following ethical issues were considered from the inception to completion of 
the study. 
 
1.11.1 Rights of the institution 
 
The permission to conduct the study was first sought from the Higher Degree 
Committee at Unisa’s Department of Health Studies (see Annexure A).  Permission was 
also sought and obtained from the Department of Health, KwaZulu-Natal (Annexure B & 
C) as well the management of the hospital X (Annexure D & E), by written letters which 
explained the purpose of the study. A copy of the research report will be sent to the 
hospital if requested. 
 
1.11.2 Rights of the respondents 
 
To ensure protection of human rights, all prospective participants were informed both 
verbally and in writing of the intentions of the study and their required participation. The 
issue of confidentiality was emphasised. The rights to self-determination are based on 
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the principle of respect for persons which meant participation was voluntary and 
respondents had a right to withdraw at anytime during the study if they so wished. No 
form of identification was attached to the instrument which could link the respondents 
with their responses. Instead, the researcher pre-assigned numbers to questionnaires to 
ensure the right to anonymity and confidentiality (Brink et al 2012:35; Polit & Beck 
2010:127-129). 
 
1.11.3 Scientific enquiry 
 
The researcher aimed to adhere to scientific principles and highest technical standards 
in conducting the study. Sources consulted were acknowledged to avoid plagiarism. No 
information was distorted to suit the researcher’s needs and the findings were 
accurately and honestly reported. The researcher aimed to acknowledge findings 
accordingly. A balanced literature review was done to ensure that the issues are 
reviewed from different perspectives (Mouton 2001:240). 
 
1.12 SCOPE AND LIMITATION OF THE STUDY 
 
The study was conducted in the province of KwaZulu-Natal at Hospital X in Durban. The 
research was based on the perceptions of NSRs regarding the competence of the 
novice professional nurses in health education. The study was limited to the PNs 
working at the selected hospital’s general units during the period of data collection.  
 
1.13 STRUCTURE OF THE DISSERTATION 
 
The dissertation consists out of five chapters.  The content of the different chapters are 
as follows: 
 
Chapter 1: Introduction and background to the problem 
Chapter 2: Literature review 
Chapter 3: Research design and method 
Chapter 4: Analysis, presentation and discussion of research findings 
Chapter 5: Conclusion, limitations and recommendations 
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1.14 CONCLUSION 
 
In this first chapter, the introduction and background to the study has been described 
with the use of previous studies by other researchers and the clinical experience of the 
researcher conducting the study. Research studies originate from both assumptions and 
theoretical frameworks, therefore, the researcher formulated the assumptions about 
nursing, nursing education and research; and also based the study on the R.425 
programme objectives and the scope of practice of registered nurses. It was explained 
that the study is considered significant because nurses are expected to be competent 
not only in executing their duties but also in providing health education that would go a 
long way in disease management. The study is thus conducted to determine whether 
the novice professional nurses are competent in health education. Determining such 
competence is to be based on the perceptions of the more senior nurses. Concepts 
were defined to ensure a clear understanding of the study. Research design and 
methodology used was briefly discussed. The researcher explained efforts undertaken 
to ensure reliability and validity of the study as well as adherence to ethical principles of 
the study. Study limitations were acknowledged accordingly.  
 
The next chapter deals with the literature that was reviewed in order to form the 
foundation of this study.  
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CHAPTER 2 
 
REVIEW OF LITERATURE 
 
 
2.1 INTRODUCTION 
 
This chapter discusses the literature that was reviewed for the study. Literature review 
is a written report about recent published research studies and theories consulted about 
the study topic, which the researcher has read, understood and drawn conclusions from 
(Burns & Grove 2009:38). This involves presenting literature based on the research 
topic using local and international studies and also includes a detailed discussion of the 
conceptual frameworks applied. 
 
In the same breath, the literature review of this study is four-fold. It broadly focuses on 
competence, health education, assessment on competence and the conceptual 
frameworks of the study. The literature review was instrumental in deciding upon the 
application of the SANC Regulations (R.2598 and R.425), of the Scope of Practice of 
Registered Nurses and Programme Objectives of the course leading to registration as a 
nurse (general, psychiatric, community) and midwife respectively. It was versatile in 
identifying knowledge and skills that are expected of NPNs in practice. Moreover, the 
literature search revealed that a considerable amount of previous research is available 
on competence of NPNs but limited studies were traceable on competence in health 
education.  
 
The purpose of this chapter was, therefore, to review current literature and previous 
research studies on competence and health education. 
 
2.2 COMPETENCE 
 
The researcher first reviewed both local and international literature on competence and 
its dimensions. This approach was necessary because ‘competence’ is the central issue 
that the study aimed to interrogate with regard to novice professional nurses pertaining 
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to health education. For this reason, this sub-section looks at different dimensions of 
competence that commences with the discussion of the concept itself. 
 
2.2.1 The concepts of competence and skill 
 
Competence refers to the state of being proficient, having sufficient ability or authority. 
One who is competent has all the natural powers, physical or mental, to do what one’s 
work/job requires one to do (Black, Allen, Redfern, Muzio, Rushowick, Balaski, Martens, 
Crawford, Conlin-Saindon, Chapman, Gautreau, Brennan, Gosbee, Kelly & Round 
2008:172; World Book Dictionary 2009, sv “competent”).  Competence ‘means the 
ability of a practitioner to integrate the professional attributes including but not limited to 
knowledge, skill, judgement, values and beliefs required to perform as professional 
nurse or midwife in all situations and practice settings’ (SANC 2013, Paragraph 1) as 
well as the socio-cultural context of health care consumers (Munõz & Luckmann 
2005:50). Put simpler; competence refers to the ability to apply knowledge, skills and 
values orientation in a work environment (Smit, De Cronjé, Brevis & Vrba 2007:19). A 
synonym for competence is ability. Ability is the power to do or act; it is a capacity to 
function (World Book Dictionary 2009, sv “ability”).  
 
Competence reflects professionalism in that it is one of the fundamental factors in 
professional recognition; it is the ability to deliver a specified professional service using 
cognitive, affective and psychomotor skills effectively (Jooste 2010:64; Ragg 2011:28; 
Uys & Gwele 2005:45). It refers to the potential ability and capacity to function in 
designated settings and according to specified standards, which integrates knowledge, 
skills and attitudes during the performance of tasks. Competent persons have the ability 
to perform skills in an efficient and effective manner based on a comprehensive 
knowledge and within their scope of practice (Hood 2010:316; Mtshali 2005:48; Ragg 
2011:38). 
 
Competence involves the ability to apply knowledge and skills to complete a task 
successfully. It is a continuous process of striving to improve the effectiveness of one’s 
professional actions and acquiring the disposition of valuing the process and the skills of 
learning how to learn (Black et al 2008:178). Employers expect the employees to be 
competent from the time of employment, yet there is a perception that novice 
practitioners are lacking competence in certain areas (ICN 2009:6). Duchscher 
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(2008:448) found it unreasonable for health care institutions (HCIs) to expect NPNs to 
be competent as soon as qualified because one needs time to practice and get 
experience. Views on the amount of time it should take for one to be competent in their 
profession are diverse. On the one hand, there is a school of thought that believes that 
it takes about a year after qualification for the novice to reach competence (Duchscher 
2008:441; Tweed, Bagg, Child, Wilkinson & Weller 2010:3). On the other hand, 
Grochow (2008:10, 12) argues that one is not competent until about 2-3 years after 
qualification. It appears that the majority regards the year as sufficient for one to 
demonstrate reasonable amount of competence. This does not take away the view that 
professionals are expected to demonstrate competence as soon as they assume duties. 
For instance, Searle et al (2009:150) highlight how much expectation the public has for 
health care professionals it has educated. Formal nursing education programmes 
prepare graduates for exit-level outcomes, as reflected in their educational outcomes, 
based on national standards. Therefore, there is expected level of competence on 
completion of training.  
 
In reviewing the fitness for practice curriculum model in Scotland, Holland, Roxburgh, 
Johnson, Topping, Watson, Lauder and Porter (2010:465) findings revealed that 
services perceived the NPN as barely fit for practice on completing training, yet the 
previous concerns were on perceived lack of certain skills, not competence in general. 
The International Council of Nurses (ICN) Regulation criticised educational programmes 
responsible for preparing nurses stating that they lack capacity to produce clinically safe 
and competent graduates. The ICN mentioned various problems, amongst others 
‘absence of clearly defined clinical learning outcomes’. Therefore, the perceptions were 
that that the newly qualified nurses are not ready for employer expectations (ICN 
2009:5). 
 
The health care institutions (HCIs) where qualified nurses practice, have in-service 
education programmes in an attempt to assist nurses to maintain competence after 
qualification and update their competence in the light of new clinical developments. This 
is invaluable to ensure appropriate, safe and high quality care. Competency portrays 
how well nurses practice and the type of professionals they are (Jooste 2010:64; Potter 
& Perry 2005:39). Hence, Robinson and Griffiths (2009:6) commended preceptorship 
programmes for transitioning and helping NPNs to become safe and competent 
practitioners. 
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Diverse views on this issue of competence make it fundamental that this study explores 
the perceptions of supervisors regarding the novice professional nurses’ competence. 
 
Skill refers to the familiar knowledge of any science, art, or handcraft, as shown by 
dexterity in execution of performance, or in its application to practical purposes; it 
incorporates concepts like expertness, deftness and adroitness (World Book Dictionary 
2009, sv ‘skill’). Skills are those functional abilities that develop with practice; therefore, 
one must practice skill to remain competent. Holland et al (2010:463-464) argue that 
initial lack of confidence by professional nurses is often mistaken for lack of 
competence. Benner in Ulrich, Krozek, Early, Ashlock, Africa and Carman (2010:370-
371) study revealed that residency programmes for NPNs helped accelerate their 
confidence and competence. It would, therefore, be a useful contribution for the current 
study to recommend measures that would serve to address the issue of lack of skills 
and confidence among novice nurses should this be found to be problematic.  
 
It is vital to quantify and assess competence in order to determine whether practitioners 
possess the required skills, knowledge and attitudes necessary to fulfil their roles.  
Existing standards of performance and scope of practice are yardsticks for assessment 
of actual performance and appraisal. Therefore, one is deemed competent when the 
displayed level of performance is satisfactory according to the defined criteria of 
performance and the scope of practice (Searle et al 2009:57).  
 
In a study where NPNs assessed their own competence, they rated themselves high/as 
good for overall competence.  The study revealed that the NPNs viewed themselves as 
skilled in, amongst others, teaching-coaching role. The NPNs credited their competence 
to the supportive learning environment provided by colleagues and management 
(Salonen et al 2007:795, 797-798). This helps identify supervisors in their management 
role as better positioned to share their views on the competence of novice nurses. 
 
2.2.2 Dimensions of competence 
 
Competence has many dimensions, amongst others, cognitive, clinical, interpersonal 
and management competence. Figure 2.1 illustrates these different dimensions that 
need to be taken into cognisance when assessing the competence of qualified 
personnel, such as nurses. 
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Figure 2.1 Competence dimensions 
(Berman & Snyder 2012:494) 
 
2.2.2.1 Cognitive competence 
 
Cognitive competence means the intellectual process of knowing how and knowing 
about. It is the ability to deliberate and justify with the purpose of understanding 
concepts. It means remembering the content taught, for example, principles of health 
education, and being able to apply it to different situations appropriately. Cognitive 
competence entails cognitive processes of problem-solving, analysis, decision-making, 
critical-thinking, clinical judgement and creative thinking, which are fundamental in 
patient care (Keating 2006:70-71). Studies criticise the NPNs to be lacking skills in 
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integrating theoretical knowledge in the clinical environment (Chan, Tam, Lo, McNaught 
& Shiu 2010:6-7).  
 
 
 
Figure 2.2 Cognitive competence 
(Keating 2006:70) 
 
2.2.2.1.1 Analytic skills 
 
Analysis refers to breaking down something into its constituent parts, carefully 
examining how they relate to one another, then identifying common elements and 
relationships amongst those elements (Bruce et al 2011:37; Keating 2006:74). It 
involves linking ideas in an organised manner, distinguishing between what is important 
and what is not; and thereafter prioritising accordingly (Potter & Perry 2005:455).  
 
Nurses should be skilled in identifying the relationships between the clients’ problems 
and the causes thereof, so they can make inferences, which are important in planning 
for nursing care including patient education (Potter & Perry 2005:268-269).  
 
Cognitive 
competence 
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2.2.2.1.2 Critical thinking skills 
 
Critical thinking refers to the ability to organise thoughts, which involves the application 
of logic and reason, as well as carefully examining the thinking process. Critical thinking 
means one is able to evaluate and judge the applicability, relevance, logic, reliability and 
authenticity of facts or information. It encompasses the ability to form conclusions, draw 
inferences and reflect (Berman & Snyder 2012:163, 170-171; Potter & Perry 2005:262). 
 
Critical thinking is purposeful and goal-directed. It enables one to manage problems, 
such as those that require health education, without forming a quick, single solution. 
Critical thinkers are able to make informed decisions, thereby increasing the probability 
of achieving desirable outcomes. Nurses may make informed decisions on which health 
education topics to focus on when they have critically looked at the patients problems 
(Berman & Snyder 2012:169; Björkström, Athlin & Johansson 2008:1384; Etheridge 
2007:27).  
 
The complexity of clients’ needs and types of decisions required for rendering safe 
nursing care requires that nurses are competent and skilful practitioners who are able to 
apply critical thinking skills in decision-making about patient care, including health 
education (Chabeli 2007:69). The application of the nursing process, a problem-solving 
process to render nursing care, requires the ability to think critically; therefore, it enables 
nurses to incorporate critical thinking in health education and patient care (Potter & 
Perry 2005:262-273).  
 
Accumulated knowledge and experience are vital in critical thinking. Every experience 
becomes a lesson that informs the nurse about the next one and even though critical 
thinking is challenging initially, it does expand with time (Björkström et al 2008:1384; 
Potter & Perry 2005:262). The NEI should identify critical thinking and reasoning skills 
that will develop the student nurse’s competence. The SANC expects all professional 
nurses to master these skills in the clinical area [SANC 2011, Paragraph (4) (2) (d)].  
 
Critical thinking and problem solving skills are essential for transition from student 
nurses to professional nurses to equip them for safe and effective nursing care 
(Kostovich, Poradzisz, Wood & O’Brien 2007:226). On the contrary, Riddell (2007:125) 
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questions if teaching critical thinking will improve clinical competence and argues that it 
is a challenge to teach critical thinking as there is no consensus on the meaning of the 
concept. 
 
Critical thinking is not only a dimension of competence, but it also has a powerful 
influence on the next two skills, that is, problem solving and decision-making (Zori & 
Morrison 2009:75). 
 
2.2.2.1.3 Problem solving 
 
Problem solving refers to the use of rational, critical and creative thinking in finding the 
cause and the solution of a problem. When there is a gap between what should be, and 
what is, a problem exists. Problem solving involves obtaining information and using it to 
reach acceptable solutions; it may involve applying solutions that have worked 
previously in similar situations. Problem solving follows a logical process from definition 
of the problem, followed by data gathering, then formulating solutions, and lastly testing 
and evaluating the proposed solutions (Berman & Snyder 2012:168; Jooste 2010:212-
214; Muller 2009:191; Potter & Perry 2005:266). 
 
The problem solving skill forms the core of nursing practice since clients come to Health 
Care Institutions seeking solutions to their problems. To address these problems, 
nurses use data collected as well as information they have already assimilated (Potter & 
Perry 2005:266). In studying the use of the case-study method in teaching and learning, 
Cassimjee (2007:422) reported that the majority of students found problem solving skills 
to be vital as it enabled them to find solutions to patients’ problems and provide 
appropriate health education. 
 
Regulation R.425 [SANC 1985, Paragraph 6 (2) (i)] states that, on completion of 
training, nurses should be skilled in problem solving. Nurses encounter problem solving 
issues daily, therefore, it is a vital skill to attain. Minimum requirements for the R.425 
programme also re-iterate the importance of developing problem solving skills of nurses 
during their training. It further states that learning opportunities must be identified and 
created to develop problem solving skills for students (SANC 1992). This suggests the 
necessity to apply a problem solving approach in nurse education and training. 
Therefore, in rendering health education, the nurse should assess the patients’ needs, 
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make a diagnosis of the problem, plan for patient education/care and then implement 
the care involving the patient and family (Setswe, Naudé & Zungu 2008:163-165).  
 
In studying factors contributing to nurses’ absenteeism in Limpopo Province, RSA, it is 
disconcerting that a vast majority of nurses cited the inability of nurse managers to solve 
problems as a main reason contributing to personnel absenteeism (Nyathi 2005:80).  
 
2.2.2.1.4 Decision-making 
 
Decision-making means making up one’s mind about an issue or a situation; it is the 
process which involves development of alternative courses of action and ultimately 
selecting the best one (Berman & Snyder 2012:1555). Decisions may involve 
uncertainty. Even though one may take what seems to be the best possible solution, it 
is virtually impossible to anticipate all the consequences of decisions and consequent 
actions. 
 
Decision-making also begins with identification of a problem, followed by assessment of 
possible solutions of the problem, then weighing possible solutions, trying out the 
solutions considering the consequences to the solutions, after making a final decision to 
choose the best solutions. The outcome is evaluated for effectiveness, if not effective, 
then other solutions are tried out (Potter & Perry 2005:266; Setswe et al 2008:163-165).  
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Figure 2.3 Steps of the decision-making process 
(Berman & Snyder 2012:1555) 
 
Decision-making in nursing is the core to good practice. It is an essential skill which 
nurses must possess. The very nature of nursing practice requires that nurses make 
decisions regarding clients, staff and activities in the clinical setting, which culminate 
into a course of action. Decision-making is a daily activity in health care (Jooste 
2010:210). The expectation is that nurses accept responsibility for the consequences of 
their decisions. When faced with emergencies, nurses’ decisions may determine life or 
death. With the complexity of clinical practice environment and complex client profile, 
high level of decision-making is required. Even though they are still neophytes, the 
NPNs are expected to make quick decisions (Dyess & Sherman 2009:410). 
   
There is a close intertwining link between decision-making and problem solving due to 
the fact that decisions are also made throughout the problem solving process (Jooste 
Evaluating the  
outcome 
 
Implementing the best 
solution 
 
 
Weighing possible 
solutions 
 
Identification of the 
problem 
Assessment of possible 
solutions 
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2010:211). Patients and clients often have problems with no clear textbook solutions 
and the situation in which the nurses meet them do not automatically present a clear 
picture of their needs and what actions are to be taken to meet those needs. This 
requires one to explore different perspectives and interpretations to be able to help the 
client in the best way possible. Before taking a decision on the best solution to apply, 
possible alternatives are generated and compared, and possible consequences 
considered (Berman & Snyder 2012:169; Jooste 2010:211). Clients also make 
decisions about their health, this does not occur in a vacuum as nurses often provide 
health information and a set of possible alternative options to choose from when 
seeking for optimal solutions.  
 
For effective decision-making, an adequate knowledge base and experience with that 
particular situation is essential. Experienced nurses, due to exposure to a variety of 
similar scenarios before, are better equipped to make decisions than NPNs do. Over 
time they have tested, refined and reflected on approaches used thus gaining 
knowledge and experience through trial and error; whereas, the NPNs tend to rely on 
textbook knowledge and principles taught at college (Etheridge 2007:27).  In studying 
role adaptation for the NQNs, Duchscher (2009:1109) reports that NPNs take the longer 
time thinking about what to do in trying to integrate theory to practice and they are slow  
in decision-making due to lack of experience.  
 
2.2.2.1.5 Clinical judgement 
 
Clinical judgement is judgement exercised in the health care setting whereby nurses 
identify patients’ problems, take independent decisions and swift and appropriate 
actions to solve them (Hood 2010:210). Nurses’ clinical judgements form the basis for 
planning, implementing and reconsidering nursing actions like health education to meet 
clients’ identified health needs.  
 
Clinical judgement develops with experience in caring for patients. Initially nursing 
students and new graduates lack confidence in clinical judgement. As time goes on and 
with positive reinforcement, they do develop this skill. Confidence in clinical judgement 
is developed by asking questions from patients, relatives, colleagues and senior staff 
members (Etheridge 2007:25).  
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Clinical judgement requires careful reasoning in order to choose best health education 
topics that are suitable for client’s condition. Before making a decision about the patient, 
the nurse collaborates with the patient and significant others (Potter & Perry 2005:267-
268). 
 
2.2.2.1.6 Creative thinking 
 
On the one hand, creativity refers to the quality of being imaginative, the ability to 
invent, produce and be artistic. On the other hand, creative thinking is being innovative 
and thinking out of the box; it involves generation of alternatives and new approaches to 
the clinical situation (Hood 2010:20). It is emotive, intuitive and creative and a visual or 
kinaesthetic model of the thinking process (Keating 2006:420). Nurses require creative 
thinking skills due to uniqueness of patients and the complexities of their care, which 
nurses face daily. A course of action that is appropriate for one patient, like 
demonstrating wound care, may be inappropriate for another patient who has a wound 
(Potter & Perry 2005:272).  
 
2.2.2.2 Clinical competence  
 
Clinical competence refers to an ability to integrate psychomotor, affective and cognitive 
skills in rendering nursing care. Therefore, a clinically competent person is able to 
execute nursing regimens effectively and accurately by applying these skills (Potter & 
Perry 2005:346). According to SANC’s Regulation, R.425, the curriculum should provide 
for personal and professional development of the student nurses so that on completion 
of training they have cognitive, psychomotor and affective skills on which to base their 
practice [SANC 1985, Paragraph 6(2) (n)].  
 
While the public and employers expect that on completion of training, nurses have 
achieved clinical competence, many studies have reported problems with competence 
of NPNs. This resulted in the development of programmes that attempted to curb such 
problems. For instance, Grochow (2008:10) realised there were unrealistic expectations 
for NQNs to function as competent nurses just after completion of training. This 
motivated her to create the framework to develop realistic expectations for NQNs as 
well as the tool to evaluate the developmental process of the professional nurse from 
novice to expert, with realistic expectations at each level (Grochow 2008:11-12). 
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Grochow suggested the pairing of a NQN with an experienced nurse to help develop 
competence. Spector (2009:1-2) concurred with Grochow regarding unrealistic 
expectations; she recommended a one year transition model for NQNs to reduce their 
turnover and medical errors and to improve patient outcomes of patient care. 
 
The advancements in health technologies, high turnover of nurses, acuity of patients 
and socio-economic factors all seem to compound the issue of competence (Dyess & 
Sherman 2009:403-404). 
 
2.2.2.2.1 Psychomotor skills 
 
Psychomotor skill refers to the ability gained by practice or knowledge; it means 
expertness, dexterity or adroitness, the ability to do things well with one’s body or tools 
(World Book Dictionary 2009, sv ‘skill’). It is the ability to perform practical and technical 
tasks using mechanical resources in patient care. It is an integration of cognitive and 
motor skills. Thus, when nurses use knowledge and equipment to demonstrate 
procedures during health education they are applying psychomotor skill and are 
therefore competent (Hood 2010:177-178; Potter & Perry 2005:346).  
 
The Scope of Practice of Registered Nurses outlines many nurses’ functions that 
involve practical skills. The facilitation of the healing of wounds and maintenance of 
hygiene may entail demonstrating wound care and patient bathing to the relatives 
[SANC 1984, Paragraph 2(j) & 2(e)].  
 
Technical skills involve the ability to manipulate information-communication equipment, 
like entering clients’ information regarding health education need, in the electronic 
health information systems. According to the draft competency framework for nursing 
practice, on completion of training the professional nurse should be able to use 
‘available information technology effectively and appropriately to communicate the 
health care status of health care users’ [SANC 2011, Paragraph (2) (B1.6)].  
 
The practice of any skill brings about perfection. A Scotland study on fitness for practice 
for nursing students revealed they were lacking psychomotor skills like administration of 
medications, which was because they only practised these skills in their second year of 
training. These students would not have been able to give health education on taking 
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medication, as they had no exposure to the nursing procedures (Holland et al 
2010:465).  
 
2.2.2.2.2 Teaching skills 
 
Teaching refers to the facilitation of learning whereby there is sharing and mutual 
experience of learning by both learner and teacher, it involves coaching, instructing and 
guiding one another through unfamiliar content or procedures (Hood 2010:436). Health 
education of patients involves this skill. 
 
The Scope of Practice of Registered Nurses stipulates that the nurse should be involved 
in disease prevention and health promotion and family planning by teaching to and 
counselling individuals and groups of persons [SANC 1984, Paragraph 2(d)]. The R.425 
programme objectives re-iterate the teaching skill; stating that the curriculum shall 
provide personal and professional development of the students so that on completion of 
training, they are able to provide effective clinical teaching within the health service unit 
[SANC 1985, as amended, Paragraph 6(k)]. The R.425 guidelines further emphasise 
that the nursing students need clinical learning opportunities right from the beginning of 
training to enable them to apply teaching principles in clinical area during health 
education (SANC 1992). 
 
The professional nurse is responsible for rendering health education to clients and 
clinical teaching of students, the focus of this research is on health education. A 
competent nurse is able to render health education to patients and their relatives, as 
well as groups and communities to assist them to make informed decisions on matters 
affecting their health (Edelman & Mandle 2010:249).  
 
At the Nursing Summit 2011, president Zuma re-iterated the importance of health 
education and in fact encouraged nurses to be involved in disease prevention by 
educating learners at school; he specified prevalent issues like pregnancy, dental care, 
Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome and healthy 
lifestyle. ‘Prevention will always be better than cure’, he elaborated (NEA 2011:11). 
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2.2.2.3 Interpersonal competence 
 
Interpersonal refers to ‘between people’ (Oxford Advanced Learners’ Dictionary 2010, 
sv “interpersonal”). Interpersonal competence in nursing is concerned with the ability to 
understand self and others, being able to interact with multidisciplinary team members, 
clients and the clients’ significant others in the execution of the nursing regimen (Jooste 
2010:214). The training programme should therefore expose student nurses to clinical 
learning opportunities so that finally, they are able to demonstrate good interpersonal 
skills in their interactions (SANC 1992). Health education incorporates interpersonal 
competence, which includes skills such as communication, negotiation, assertiveness 
and caring. 
 
2.2.2.3.1 Communication skills 
 
Communication involves interaction between two or more people and may involve 
giving information by writing, talking or utilising sign language or non-verbal cues. In 
health care, it becomes effective when health care professionals consider cultural 
background. The delivery of effective health care is reliant on clear communication 
between those members involved in patient care (Muñoz & Luckmann 2005:12). 
Communication involves an exchange of ideas and provision of verbal, non-verbal or 
written information that is accurate and appropriate. Most importantly, the recipients 
should understand it.  
 
Verbal communication uses language, whereas, non-verbal communication employs 
cues such as maintaining eye contact, assuming a specific posture and nodding when 
another person is talking. Verbal communication is spoken word and has two influential 
factors, that is, the developmental age and cultural beliefs (Hood 2010:83) and for 
health education to be effective, these must be considered. 
 
Non-verbal communication employs senses used to perceive verbal messages, it is all 
communication excluding verbal content (Hood 2010:86); and it is notably influential as 
people are more likely to believe what they see than what they hear (Munõz & 
Luckmann 2005:13; Hood 2010:84).  Hence, the use of wall charts and pictures during 
health education is quite common. At the same time, nurses need to be aware of cues 
that convey cultural differences in body language as the meaning of different gestures 
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varies widely across different cultures. Body language observation during health 
education is critical because it may inform the nurse whether the patient is attentive or 
not (Andrews & Boyle 2012:28; Munõz & Luckmann 2005:14). 
 
Listening is an important part of communication in health care. It involves paying 
attention to person’s total communication and responding accordingly. The ability to 
listen helps nurses to understand patients’ beliefs, which may influence behaviour in 
health and illness. In a caring relationship, the nurse establishes trust, opens lines of 
communication and listens attentively to what the patient has to say (Potter & Perry 
2005:113). Miles in Setswe et al (2008:157) criticised health care professionals for 
listening to patients only for a very short time, thus making the patients feel 
misunderstood and disrespected. He advises them to improve their listening by avoiding 
interruptions, waiting before patient finishes talking and concentrating on what is said 
(Miles in Setswe et al 2008:158). Nurses with poor listening skills may miss information, 
which may be vital for health education of their patients. 
 
Communication in health care is not complete without proper documentation and 
record-keeping. This aspect of communication facilitates continuity of care and 
communicates information even in the absence of the sender. Written communication 
utilises numerical information, words, pictures and drawings to convey ideas. It helps 
co-ordinate care, whereas, record-keeping serves to document care given (Potter & 
Perry 2005:497). People understand and retain more information from written 
communication compared to verbal communication (Setswe et al 2008:151). Therefore, 
it is advisable to supplement teaching by issuing information on pamphlets to clients. 
 
Communication is a core component of human interaction and nurses through 
communication, skilfully and creatively transmit meaning to one another (Berman & 
Snyder 2012:463; Munõz & Luckmann 2005:12; Searle et al 2009:88). Competence in 
communication helps nurses to maintain effective relationships with the multidisciplinary 
team; it is a core competency for nurses (Setswe et al 2008:143). Effective 
communication within the health care team is a crucial quality for NPNs to develop 
(Chan et al 2009:7-8). Disturbingly, in a Namibian study nurses cited poor 
communication, in fact one-way communication and negative feedback by nurse 
managers, as contributory factors to their absenteeism (Nyathi 2005:77-78). 
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During health care delivery, nurses are expected to communicate effectively with 
diverse groups of people, that is, multidisciplinary team, patients and significant others. 
Communication is of essence to ensure that the inputs of all involved are coordinated 
and integrated to ensure high quality care delivery, thus meeting the health care needs 
of clients. Good communication influences patient care positively and is essential to 
maintain a therapeutic nurse-patient relationship; which is vital in health education 
compliance (Berman & Snyder 2012:863; Hood 2010:81; Potter & Perry 2005:252; 
Setswe et al 2008:143-144). Nurses exchange information or ideas while giving care or 
health education. Clients can only make informed choices if nurses give them clear 
information at every stage of their care (Potter & Perry 2005:452). 
 
There has been conflicting reports regarding the competence of NPNs in 
communication. One of the issues of concern that has emerged is that the NPNs have 
been criticised as lacking communication skills (Mtshali in Uys & Gwele 2005:49; 
Wilford & Doyle 2006:604). In contrast, Chan et al (2009:7-8) in evaluating a graduate 
programme, reported that the graduates demonstrated very high competence in 
communication. 
 
Duchscher (2008:443) in studying the new graduate’s role transition, reported problems 
with competence in communication during a few months following qualification, initially 
the NQNs had problems communicating with colleagues and doctors but this skill 
improved with time. Levett-Jones and Lathlean (2009:348) strongly suggest that 
academia should develop assertiveness and communication skills during training to 
enable nurses to assume their advocacy role in cases of poor patient care. 
 
2.2.2.3.2 Negotiation 
 
Negotiation is a process whereby two parties communicate to reach an agreement or 
compromise regarding a specific matter in order to resolve a conflict (Muller 2009:109; 
Munõz & Luckmann 2005:325).  Both parties negotiating have a vested interest in the 
issue at stake; and hence make an effort to communicate in order to reach an 
agreement. In health education, the nurse and the patient may negotiate lifestyle 
modification with a view to preventing disease, promoting health and alleviating 
suffering.  
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2.2.2.3.3 Assertiveness 
 
Assertiveness refers to the ability to communicate directly, openly and appropriately to 
others, displaying congruency between verbal and non-verbal communication 
(Finkelman & Kenner 2013:98). It is not the same as aggressiveness but is the ability to 
set limits and say ‘NO’ appropriately without any fear. Assertive people are able to give 
and receive criticism with dignity and professionalism.  
 
Assertiveness is an important attribute for nurses who act as clients’ advocates to 
ensure that the clients’ rights are protected and their health care needs are met (Levett-
Jones & Lathlean 2009:348; Potter & Perry 2005:455). Therefore, assertive nurses are 
likely to advocate on behalf of clients and peers who are vulnerable and afraid (Muller 
2009:12-13). The leadership style of unit nurse managers may impede the 
assertiveness of NPNs. In Mooney’s study on professional socialisation, the majority of 
NPNs reported limited assertiveness as their opinions or suggestions did not matter and 
they were looked down upon as juniors in the profession (Mooney 2007:79). 
 
2.2.2.3.4 Caring  
Caring is a collective noun representing a whole array of humanistic tenets as well as 
ethical, moral and religious concepts and principles that have implications for all human 
conduct, action and endeavour (Jooste 2010:6-7). It conveys physical and emotional 
security and genuine connectedness with other persons. Caring is based on knowledge, 
skills, experience and values; and is ultimately about doing what is right and good. It is 
even more important today with all the challenging health care environments and 
technological advances, which seem to replace the nursing touch. Caring is thus an 
inherent feature; a central attribute in nursing practice. At the core of nursing is 
commitment to caring and respect for individuals (Berman & Snyder 2012:455-460, 
1552; Potter & Perry 2005:107-108, 114-115, 549). 
 
Nurses should understand the patients’ perception of caring, this will help in focusing on 
what they perceive as caring. When patients feel cared for, they are more likely to 
comply with nursing instructions (Potter & Perry 2005:111). 
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True caring is based on an attitude of nurturing, helping patients to grow and optimise 
their potential, without leaving them to their own devices. It is being there, building that 
helping-trusting relationship, caring is the core of nursing practice (Berman & Snyder 
2012:455, 460; Jooste 2010:7). 
 
Roach in Berman and Snyder (2012:450-451) defines the six elements of caring; these 
are commitment, compassion, competence, confidence, conscience and comportment. 
 
 Commitment 
 
Commitment in the context of this study implies one is dedicated to excellent standards 
of nursing care to patients. It refers to convergence between one’s desires and 
obligations and the deliberate choice to act in accordance with them (Berman & Snyder 
2012:455).  
 
 Compassion  
 
Compassion is an awareness of one’s relationship with others, sharing their joys, 
sorrows, pain and accomplishments. In nursing, it is partaking in patient’s care with 
sensitivity to his pain and suffering. Competence without compassion is cold and 
inhuman, whereas compassion without competence is meaningless and dangerous 
(Berman & Snyder 2012:451, 455). The Holy Bible records that Jesus was touched with 
compassion when He saw a leper (King James Version, Mark 1.41). This is what caring 
is about, being sensitive to the needs of the patients. 
 
Empathy closely relates to compassion and entails stepping out of one’s personal frame 
of reference into the others’ and identifying with the experiences of another person. In 
nursing, it is identifying with patient’s pain, discomfort and suffering (Berman & Snyder 
2012:455; Potter & Perry 2005:438; World Book Dictionary 2009, sv “empathy”). 
 
 Competence 
 
This element has been discussed at length in chapter one and will therefore not be 
repeated here. 
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 Conscience 
 
Conscience refers to that feeling within humans, which tells them whether they are 
doing right or wrong, it may direct human behaviour. It is the moral ethics and an 
informed sense of right and wrong, an awareness of personal responsibility (Roach in 
Berman & Snyder 2012:451). In caring for patients, nurses need conscience to choose 
doing right than wrong. 
 
 Confidence  
 
Confidence refers to the quality that fosters trusting relationships; it is comfort with self, 
client and family (Roach in Berman & Snyder 2012:451). In nursing care, it is the ability 
to rely on someone’s judgement of psychomotor skills (Carlson, Kotzé & Van Rooyen 
2005: 68; Björkström et al 2008:25). The patients must believe beyond shadow of doubt 
that the nurse is concerned for their well-being.   
 
Many studies have reported NPNs as lacking confidence during earlier stages of 
professional life, which improves with experience (Carlson et al 2005:71; Etheridge 
2007:25, 29; Holland et al 2010:463-464; Potter & Perry 2005:270). This initial lack of 
confidence is not unique in nursing. Jaschinski and de Villiers’ (2008:70c) study on 
medical interns’ experiences, reported lack of confidence at the beginning of their 
internship, which improved with experience. NPNs develop confidence as they 
communicate with peers (Etheridge 2007:29; Björkström et al 2008:1387-1388).  
 
In Levett-Jones and Lathlean’s study (2009:346-7), confident students were able to 
confront and address poor practice but those that lacked confidence could not confront 
the staff members that compromised patient care. 
 
 Comportment 
 
Refers to behaviour and communication that displays respect for self and for others, it is 
embedded in the caring attitude (Roach in Berman & Snyder 2012:451). When nurses 
take into consideration the cultural practices of patients during health education, 
patients may feel respected and therefore more likely to comply. 
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2.2.2.4 Cultural competence 
 
Culture refers to the ‘integrated patterns of human behaviour that includes the 
language, thoughts, communication, actions, customs, beliefs, values and institutions of 
racial, ethnic and religious or social groups’ (Munõz & Luckmann 2005:50). 
 
Cultural competence is the process of acquiring and integrating specific knowledge, 
skills, attitudes and encounters that ensures delivery of effective culturally congruent 
care and communication (Andrews & Boyle 2012:18; Munõz & Luckmann 2005:17). It is 
vital in bridging the gaps in caring for patients with cultural differences and thus patients 
and significant others can achieve meaningful and supportive care (Andrews & Boyle 
2012:18). This set of congruent behaviour, attitudes and policies is vital in encouraging 
systems, agencies and professionals to work effectively in cross-cultural situations 
(Chapman, Bates, O’Neil & Chan 2008:1). All health care professionals should develop 
cultural competence (Munõz & Luckmann 2005:46). 
 
Cultural competence is an essential skill to demonstrate effectively respect for other 
peoples’ cultures and their meaning to health and illness as well as willingness to learn 
from those cultures thus build a solid foundation to have an open trusting relationship 
(Jooste 2010:208).  It is thus imperative in caring for the diverse groups; echo Munõz 
and Luckmann (2005:47), therefore, nurses should continually make an effort to work 
within diverse cultural contexts. The worldwide migration of nurses in search of alternate 
employment opportunities, coupled with global migration of the population has created 
an even greater need for the nurses to be culturally competent (Douglas, Pierce, 
Rosenkoetter, Callister, Hattar-Pollara, Lauderdale, Miller, Milstead, Nardi & Pacquiao 
2009:257). A culturally competent nurse is able to collaborate harmoniously with clients 
and colleagues of different cultural backgrounds without undermining their cultural 
orientation (Jooste 2010:144).  
 
Cultural competence is also defined as a process of development comprising of five  
components, that is, cultural awareness, cultural knowledge, cultural encounter, cultural 
skill and cultural desire (Campinha-Bacote & Munõz in Munõz & Luckmann 2005:47; 
Potter & Perry 2005:121). 
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2.2.2.4.1 Cultural awareness  
 
Cultural competence entails awareness of one’s own values, beliefs and prejudices 
about other people and has had an in-depth examination of one’s background, without 
imposing these on the clients’ during care giving. One is able to respect, appreciate and 
show sensitivity for the values, beliefs, life-ways, practices and problem-solving 
strategies of people of different cultures (Campinha-Bacote 2010:1; Munõz & Luckmann 
2005:47;  Potter & Perry 2005:121).  
 
When nurses are aware of diverse cultures of patients, they will be likely to utilise 
cultural knowledge and culturally sensitive skills in implementing culturally congruent 
nursing care (Douglas et al 2009:261; Hood 2010:280) and when providing health 
education.  
 
In a study of the cultural beliefs of Zulu pregnant women in Gauteng Province; the 
results revealed that poor follow-up visits to the clinic and some of the cultural practices 
suggested by traditional midwives and mothers-in-law were harmful to the unborn baby. 
Ngubeni (2002:113) advises that for nurses to render culturally congruent care, they 
must learn about these cultural practices and give health education that highlights the 
positive points about culture; besides warning the women about possible harmful effects 
of some practices. Nurses must be accommodative, for example, advice on the 
alternative nutrient source where the ideal is culturally unacceptable (Ngubeni 2002:47, 
86, 113).  
 
2.2.2.4.2 Cultural knowledge  
 
Cultural knowledge refers to an understanding of the clients’ worldviews, that is, their 
cultural perspectives resulting from seeking and obtaining a sound knowledge of diverse 
groups about their own worldviews, values, norms and practices. Epistemology is a 
philosophy that deals with knowledge (Oxford Advanced Learner’s Dictionary 2012, sv, 
epistemology”); the health care professional seeks and obtains sound knowledge about 
diverse cultural groups (Campinha-Bacote 2010:1). Knowledge about meaning of health 
and illness in relation to patients’ culture gives the nurse an insight into differences in 
clients’ needs and expectations (Munõz & Luckmann 2005:47; Potter & Perry 
2005:121). When Ngubeni (2002:47) enquired about cultural practices of Zulu pregnant 
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women in Gauteng Province, she became aware of their culturally based health and 
illness practices. Therefore, it is important that the nursing students are academically 
prepared in transcultural nursing in order to provide culturally congruent health 
education and care (Douglas et al 2009:263-264; Ngubeni 2002:125-126). 
 
2.2.2.4.3 Cultural encounter  
 
Cultural encounter refers to the process during which nurses are engaged in face-to-
face cross-cultural interaction with clients. They look for opportunities to be involved 
with clients of different cultural origins. Such encounters assist nurses to counteract any 
stereotypes they may have had about people from different cultural groups, for example 
the stereotypes about what food staffs people of that culture do not eat; which may have 
a significance in health education on nutrition (Campinha-Bacote 2010:1; Munõz & 
Luckmann 2005:49).  
 
2.2.2.4.4 Cultural skill  
 
Cultural skill is the assessment of cultural information and characteristics about the 
clients that might influence their treatment and care, for example knowledge about their 
lifestyle may help the nurse to identify areas needing more attention during health 
education. The skill entails conducting culturally specific physical assessments and 
seeking clients’ cultural views on health, illness and care which are important in 
planning health education (Campinha-Bacote 2010:1-2; Munõz & Luckmann 2005:48). 
 
2.2.2.4.5 Cultural desire  
 
Cultural desire refers to the inner motivation to engage in the process of cultural 
competence, not as an obligation but a genuine desire to learn from minority clients and 
families which depicts a caring attitude (Munõz & Luckmann 2005:49; Potter & Perry 
2005:121). When a nurse has that desire, she will learn more about her patients, the 
more she learns the more she understands their behaviour and reasons behind certain 
actions; this she can incorporate in health education planning. 
 
Cultural sensitivity is also very important in caring for people of different cultures. 
Ngubeni (2002:119-121) suggests that nurses should involve significant others in 
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training and health education regarding health issues like pregnancy care. This is vital 
for their support as it is a cultural expectation that the family members are involved in 
caring for these patients anyway. 
 
2.2.2.5 Management competence 
 
Management is ‘the process whereby human, financial, physical and information 
resources are employed in order to achieve goals and objectives of the health care 
organisation and nursing unit by applying fundamental management principles/elements 
of planning, organising, leading and control’ (Muller 2009:95). It is the expectation of 
competence, which goes beyond front-line activities but incorporates supervision and 
administration (Ragg 2011:38). Education and training of the student should develop the 
nurses so that on completion of training they are able to ‘apply management principles 
in the implementation of the nursing regimen and in unit management’ (SANC 1992). 
The professional nurse who completes the bachelor of nursing degree will be able to 
‘manage health care facilities’ (SAQA 2013:2).  
 
Management competence refers to the ability to administer human and material 
resources in a specific setting to ensure effective and efficient care services.  According 
to the Scope of Practice of Registered Nurses, nurses should manage human and 
material resources to ensure rendering of safe and competent care (SANC 2001). The 
nurse may use human resources like other staff members in role-plays to enhance 
understanding of the lifestyle behaviours in health and illness; and may demonstrate 
skill in selecting and using appropriate teaching aids to render competent health 
education to the patients. Management of health care encompasses the application of 
the processes of planning, organising, control and evaluation.  
 
2.2.2.5.1 Planning 
 
Planning as the first step is actually the essence of management; it is a cornerstone of 
good management, which begins with assessment of needs (Muller 2009:101). During 
planning of patient education, the nurse establishes and clarifies client-centred goals 
and expected outcomes, this facilitates selection of interventions to achieve such goals 
(Edelman & Mandle 2010:225). This if followed by prioritising what needs to be met first. 
Planning employs the cognitive process of deciding what needs to be done, by whom, 
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where, when and how. Communication is vital during planning, as all involved in 
executing the plan must understand the plan of action. This should be a collaborative 
effort of the unit manager and team members, taking into consideration the vision and 
mission of the unit. Good planning is a sign of competence in management; it is 
amongst the important management competencies for nurse managers (Pillay 
2010:137). Planning requires critical thinking in order to avoid crisis management 
(Muller 2009:101-102).   
 
2.2.2.5.2 Organising 
 
Organising is a process whereby the nurse allocates human and other resources for 
achieving objectives and goals (Jooste 2010:78). The unit manager may, for example 
design written illustrations of personnel and duties to be performed in a way that display 
co-ordination of duties as well as delegation of staff members (Muller 2009:101).  
 
The nurses should be able to organise and deploy resources, like other nurses, 
technology and knowledge at their disposal in the unit to render effective health 
education. These resources should be co-ordinated to ensure integration with tasks to 
achieve the ultimate goal of the organisation, which is better patient care (Smit et al 
2007:185, 192). 
 
The nurses managing the units cannot get the job done all by themselves, duties and 
responsibilities must be delegated to other nurses. For example, in preparing for health 
education session a simple task of drawing a food chart can be delegated to the most 
junior nurse in the unit. Delegation relieves supervisors of those activities which can be 
done by other nurses and help empower the supervisees (Smit et al 2007:207). 
 
2.2.2.5.3 Control 
 
Control means establishing standards of performance and determining the means for 
measuring such performance. It ensures attainment and maintenance of predetermined 
standards, as well as adherence to policies. Control also ensures employment of 
preventive measures where deviation from predetermined goals is a threat to safe 
patient care (Jooste 2010:87). Through control, the unit manager can evaluate 
performance, and thus provide feedback to people with the aim of modifying behaviour. 
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In the same manner the NPNs may give feedback to patients regarding their 
performance following a health education talk or teaching them a skill In essence, it 
checks on the achievement of objectives so that remedial action can be taken, if needs 
be (Jooste 2010:78-79; Muller 2009:104-105; Smit et al 2007:11). Control enhances 
effective utilisation of resources and monitors the effectiveness of (health) education 
(Muller 2009:104). Effectiveness of health education can be monitored by evaluating, for 
example, the use of interventions that patients were advised on, so that corrective 
measures are put in place, should there be any deviations (Smit et al 2007:11). 
 
2.2.2.5.4 Evaluation 
 
Evaluation of a health care service refers to the formal ways, which involve gathering 
and assessment of data pertaining to human and material resources according to 
specific standards and criteria. It assesses patient outcomes in relation to nursing care 
rendered like health education on a specific topic. The NPN assesses whether what 
was planned has been accomplished and after evaluation remedial action is put into 
place to bridge skills gap, such as, where health education programme did not proceed 
according to plan (Muller 2009:275). 
 
2.3 HEALTH EDUCATION 
 
Health education forms an important part of patient care and enables people to make 
better decisions about their health (Stanhope & Lancaster 2010:191). Nurses provide 
health education not only in health care settings but in any place like shops, schools, 
work areas; the list is endless (Glanz, Rimer & Viswanath 2008:11). 
 
2.3.1 The concept of health education 
 
Health education is defined as ‘any combination of planned learning experience based 
on sound theories that provide individuals, groups and communities the opportunity to 
acquire the information and skills needed to make quality health decisions’ (Wurzbach 
in Edelman & Mandle 2010:245). It covers a continuum from disease prevention and 
health promotion to early detection and treatment, rehabilitation and long term care of 
disease (Glanz et al 2008:11), the success of which results in behaviour modification 
(Vlok 2006:226). This teaching and learning process facilitates development of health 
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knowledge, skills, and attitudes. It entails activities that raise peoples’ awareness of 
health matters to enable them to make informed decisions by empowering them with 
information about their health (Edelman & Mandle 2010:244-245). Nurses present 
health information in verbal or non-verbal format, including illustrations (Boulle 2009:88).  
 
Behaviour modification is important as unhealthy behaviour may lead to ill health 
(Edelman & Mandle 2010:244-245; Whitehead & Irvine 2010:9-10). According to Boulle 
(2009:32, 88), it is important to emphasise behaviour modification during health 
education of patients, she asserts that when patients are well informed about their 
condition, recovery seems expedited because of the knowledge they possess regarding 
management of their disease and risk factors.  Potter and Perry (2005:249-250) state 
that one of the most important roles of nurses is health education; which is part of 
competent professional nursing practice.  
 
2.3.2 Goals of health education 
 
The goal of health education is to provide and contextualise information to clients, which 
would enable them to take responsibility to make decisions regarding their health in the 
interest of health promotion and disease prevention. Through health education, the 
clients are enlightened about their health and empowered to modify their lifestyle 
behaviour therefore achieve an optimal state of health through their own initiatives (Vlok 
2006:223). Where disease has occurred, health education aims at facilitating clients’ 
participation in disease management and minimising or coping with disability and/or 
impaired functioning (Stanhope & Lancaster 2010:189).  
 
Comprehensive health education comprises of these three purposes: 
 
 Maintenance and promotion of health and illness prevention 
 Restoration of health 
 Coping with impaired functioning 
(Berman & Snyder 2012:492; Edelman & Mandle 2010:250; Stanhope & 
Lancaster 2004:294) 
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2.3.3 Levels of health education prevention 
 
There are three levels of prevention involving health education, that is, primary, 
secondary and tertiary prevention. 
 
2.3.3.1 Primary prevention 
 
Primary prevention refers to measures, like health education, which are taken to avoid 
occurrence of a disease, therefore, it precedes the occurrence of a disease or 
dysfunction (Edelman & Mandle 2010:14-18; Roux & Halstead 2009:288). It aims at 
modifying behaviour such as poor diet, sedentary lifestyle and smoking. Behavioural 
change may decrease susceptibility to disease; therefore, health education will be a 
priority to people at risk of that particular disease. An example would be educating 
individuals who are at risk of sexually transmitted infections about safe sex practices 
(Edelman & Mandle 2010: 14-15; Nies & McEwen 2007:7; Potter & Perry 2010:10-11; 
Roux & Halstead 2009:288). 
 
Primary prevention focuses on general health promotion, which targets healthy 
individuals, and specific protection, which aims to reduce risk factors. During primary 
level of health education, the nurse identifies the those risk factors, educates the 
individual regarding prevention of such and advise how good health status may be 
promoted (Edelman & Mandle 2010:14-18). 
 
2.3.3.2 Secondary prevention 
 
Secondary prevention focuses on people who already have the disease and are at risk 
of possible complications. The main purpose of health education is avoiding the 
condition from becoming worse. It involves screening for early detection and diagnosis. 
Early screening and prompt treatment averts complications of the disease (Edelman & 
Mandle 2010:18; Nies & McEwen 2007:7; Potter & Perry 2010:10). 
 
2.3.3.3 Tertiary prevention 
 
Tertiary prevention targets the individual who has a permanent disease or irreversible 
injury. The aim of health education on this level is to minimise deterioration of the 
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disease or injury and to restore individual to optimum level of functioning despite the 
disability. The nurse and the patient therefore focus on preventing further complications 
and maximising potential (Edelman & Mandle 2010:19; Nies & McEwen 2007:8; Potter 
& Perry 2010:10). 
 
2.3.4 Competencies required 
 
In general, registered nurses apply various competencies in an integrated manner when 
rendering health education. The nursing process emulates the process of educating in 
any situation (Potter & Perry 2005:460). Health education, like the nursing process, 
involves a systematic approach of data collection to identify learning needs, diagnosis of 
need, planning and implementation of the health education session, and lastly 
evaluating its effectiveness. Based on evaluation, health education is either terminated 
or re-applied (Edelman & Mandle 2010:163; Potter & Perry 2005:482-483). The 
following discussion on health education will therefore apply the steps of the nursing 
process, namely assessment, planning, implementation and evaluation. For the 
purposes of this study, the focus will be on health education sessions aimed at 
educating individual clients or groups. 
 
The health education process employs general skills like critical thinking, creative 
thinking, decision-making and cultural competence.  
 
2.3.4.1 Assessment 
 
Assessment determines the health status of the patient, which identifies the existing 
knowledge, attitudes, risk behaviours, health status and perceived learning needs of the 
target population, and the nature of the available health prevention/promotion 
programmes (Edelman & Mandle 2010:131).  
 
The first focus is on the learning needs of the clients, therefore, nurses and clients 
should assess all factors affecting learning needs. This activity will help determine the 
choice of teaching content. The nurse takes into consideration factors such as the 
existing knowledge of clients, health behaviours, cultural beliefs and barriers to 
behavioural change (Young, Mogotlane & Geyer 2009:262). The family or the client may 
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require information on a specific condition or the acquisition of psychomotor skills like 
administration of insulin (Edelman & Mandle 2010:251; Potter & Perry 2005:460-461).  
 
In studying practices affecting health education, Wright and Maree (2008:37) suggest 
that if there is disregard for socio-economic conditions, health education can be 
ineffective. They argue that if cultural factors are ignored, health education rendered will 
be futile. Including the client’s socio-cultural traits during the assessment of learning 
needs is therefore vital in planning appropriate and relevant health education.  
 
The second focus could be the client profile. This includes assessing their learning 
ability that may be affected by literacy level, cognition ability, physical and sensory 
factors as well as developmental level. Their literacy status will determine presentation 
of the learning content, for example, if unable to read and write; content may be 
presented with pictures and pamphlets. The nurse should consider the client’s socio-
cultural characteristics to ensure culture congruent health education (Wright & Maree 
2008:37). 
 
Learning also depends on motivation; therefore, the nurses must assess patients’ 
motivation to learn and to change behaviour. Unless the person is ready to learn, 
learning and compliance will not take place. Motivation is an internal need, which 
causes a person to take action. Patients behaviour during learning, health  beliefs, 
perception of a health problem, desire to learn, attitudes towards nurses, physical status 
and socio-cultural factors all influence motivation to learn. Poor self-esteem and lack of 
resources may also hinder motivation to learn (Nies & McEwen 2007:109; Potter & 
Perry 2010:179-180; Roux & Halstead 2009:306). Therefore, to determine intrinsic 
motivation to learn, nurses need to ask questions related to these factors including 
knowledge of content to be learned (Potter & Perry 2010:83).  
 
The nurse also assesses the teaching environment for noise, temperature, comfort as 
well as availability of adequate and private space. The environment should be quiet, 
comfortable and conducive for learning (Young et al 2009:261; Berman & Snyder 
2012:495). 
 
Assessment demands that the nurse has good communication skills, which builds a 
helping-trust relationship. Communication is a means by which a nurse may influence a 
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client’s behaviour, it enables the nurse to interpret and analyse information obtained 
from the client. In assessing the clients’ learning needs, health status and profile, the 
nurse employs interpersonal competence to identify health problems (Edelman & 
Mandle 2010:131). 
 
Interviewing skills are also vital in order to establish the assessment database. The 
nurse uses interviewing skills to obtain subjective information from the client; this will 
lead to interpreting and analysing this information to identify learning needs of the client. 
The nurse builds a therapeutic relationship during an interview, thus the client will 
experience trust and freedom to communicate with the nurse (Potter & Perry 2005:285). 
  
2.3.4.2 Nursing diagnosis 
 
After assessing information about the client, the nurse uses obtained data to make a 
diagnosis of the specific learning needs of the client and prioritises learning activities 
accordingly. Nursing diagnosis leads to identification of learning outcomes (Edelman & 
Mandle 2010:251-252). The nurse may have identified lack of motivation, knowledge, 
skills, resources and support system or barriers to learning. 
 
2.3.4.3 Planning 
 
The diagnosis made during the previous stage identified a learning need, which is the 
basis for planning; this leads to prioritising the intervention. (Edelman & Mandle 
2010:148-149).  
 
During this stage, the nurse covers the following content: 
 
 Developing the health education presentation 
 Developing the audio-visual media 
 Organising and preparing the learning environment 
 
The first step in planning health education is to work with the client in developing 
learning outcomes as these depend on the clients’ needs (Edelman & Mandle 
2010:251-253; Potter & Perry 2005:460). Skills like decision-making are employed 
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enabling the nurse to decide intelligently which content to include and what method and 
media of learning to use. 
 
2.3.4.3.1 Developing the health education presentation 
 
When developing the presentation; the knowledge deficit, diagnosis, time constraints 
and available resources are taken into consideration. The nurse may transmit the 
message using verbal, written or electronic presentation format. In developing the 
presentation, the nurse, together with the client, must determine the expected learning 
outcomes. The outcomes should therefore reflect the health behaviours the client 
should have learnt at the end of the presentation session. Learning outcomes may 
involve the development of knowledge, skills and/or a change in attitude. The learning 
outcomes guide the selection of content to be covered (Edelman & Mandle 2010:252). 
 
An empowering, client-centred and collaborative approach is fundamental. An 
interactive approach to teaching and learning is required whereby both the nurse and 
the client work together formulating objectives, choosing content, and methods of 
educating strategies. Stanhope and Lancaster (2004:305) argue that people learn better 
when actively involved in planning their learning and increase their motivation to learn. 
In studying health promotion practices in a health care setting, Casey (2007:580-592) 
reported that the overall strategies used in client education were prescriptive and 
individualistic, even though they included encouragement, client empowerment was 
minimal. The participative approach involves decisions by both the client and nurse as 
they partake in the learning process. Clients are involved in decisions regarding the 
content to be covered and the nurse guides and counsels accordingly.  
 
The nurse must plan the presentation such that it is kept interesting for the clients by 
involving them to participate. The level of learning should range from simple to complex 
so the clients are able to assimilate the content and nurses should not bombard them 
with complex chunks of information. The nurse needs to be flexible in case of 
unforeseen circumstances and adjust the teaching accordingly (Stanhope & Lancaster 
2004:313), for example teaching should not take place during lunchtime. 
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2.3.4.3.2 Designing learning media 
 
The nurse designs learning media that present current content in a clear and logical 
manner. Media such as printed material, computer assisted learning, posters, 
pamphlets, and electronic slide shows are utilised. For greater learning achievement, it 
is recommended that patient education material be written and illustrated to best suit 
clients’ learning needs and profile, for instance, those clients with hearing impairment 
will learn from what can be seen like pictures and written words (Boulle 2009:88; Potter 
& Perry 2005:462). Creativity in designing appropriate media enhances the learning that 
should take place.   
 
2.3.4.3.3 Selecting learning strategies 
 
The nurse selects learning methods like the formal lecture, discussion, demonstration, 
poster presentation and role-plays. These methods should be suitable for the learning 
needs of the clients and accomplish the established learning outcomes. For those 
clients who need to learn how to use equipment in their care, the nurse demonstrates 
the procedure and then allows the opportunity for the clients to practice the skill. Those 
clients who have knowledge deficit learn by means of ‘question and answer’ method 
and group discussions. To change the clients’ attitudes one employs strategies like 
group discussions and role-play, which express clients’ feelings and attitudes. The 
lecture method would be suitable when the content is large and there is a big audience 
(Edelman & Mandle 2010:253; Stanhope & Lancaster 2004:311; Stanhope & Lancaster 
2010:194).  
 
2.3.4.3.4 Organising and preparing learning environment 
 
The environment is vital as it may render the learning climate pleasant or unpleasant, so 
it must be conducive to learning for patient teaching to be effective. Whether the 
teaching involves one or more patients, the nurse arranges the venue, date and time; 
and informs them accordingly. Furthermore, she ensures that the atmosphere and the 
environmental factors mentioned earlier are conducive to maximise learning (Edelman 
& Mandle 2010:304; Potter & Perry 2005:462; Stanhope & Lancaster: 2004:304). Here 
organisational skills of management should apply. 
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2.3.4.4 Implementation 
 
Having done planning, the nurse then puts the teaching plan into action. Implementation 
of health education requires effective teaching and learning, and the management of the 
education process (Stanhope & Lancaster 2004:313).  The nurse presents the teaching 
in a logical and integrated manner, the content building from the previous one and 
flowing sequentially from simple to complex. It is fundamental to ensure that the 
recipient understands information given, therefore, it is imperative to use familiar 
language and avoid jargon-laden language. The nurse also ensures that the patients 
stay motivated by asking them questions in between to ascertain that they understand. 
The explanations must be at the level of education of the clients and their specific 
circumstances (Edelman & Mandle 2010:227; Potter & Perry 2005:465). 
 
The teaching approach that the nurse uses should match the learning needs of the 
patient. For example, the participating approach is preferred so that both the nurse and 
the client are involved from assessment of learning needs to evaluation of learning.  
This approach ensures high level of motivation, interaction and timely feedback as both 
are involved in the entire learning process (Edelman & Mandle 2010:227; Potter & Perry 
2005:460). 
 
The learning should occur in a favourable emotional climate. Therefore, the presenter-
learner relationship should be positive, supportive and pleasant to foster learning. 
Otherwise, if patients/clients are not ready emotionally, they are unlikely to benefit. Thus 
interpersonal relations should be therapeutic and conducive to learning, with the NPNs 
showing a caring attitude (Edelman & Mandle 2010:253; Stanhope & Lancaster 
2010:194). 
 
Interpersonal skills of the nurse are important and therefore will be integrated, these are 
enhanced by professionalism and competence conveyed by the nurse. Good nurse-
patient relationship opens the communication between nurse and patient to ensure 
identification of learning needs (Edelman & Mandle 2010:255; Potter & Perry 2005: 286-
288; Stanhope & Lancaster 2010:194). 
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2.3.4.5 Evaluation  
 
At the end of every learning process, evaluation must take place to determine whether 
the learning outcomes have been achieved (Edelman & Mandle 2010:149) and to 
reinforce correct behaviour or bridge information gap if learning needs were not met 
(Nulrit, Bella, Gila & Revital 2009:2533-2534). There is short term and long-term 
evaluation. Short-term evaluation reviews whether clients learning needs were met, 
through for example verbal feedback from clients. It determines whether the patients 
understood the message. Long-term evaluation gives feedback on client’s compliance. 
It reviews changes in health status, morbidity and mortality in relation to the topic that 
was covered (Edelman & Mandle 2010:254; Stanhope & Lancaster 2004:314). 
 
2.3.4.6 Record keeping 
 
Documentation is an important step of the health education process. It is effective when 
it describes the entire process of health education from assessment of learning needs to 
evaluation. It is often not easy to document health education consistently as it also 
occurs during nursing care, nevertheless nurses should do it as it provides legal proof 
that the patient received health education (Berman & Snyder 2012:514). 
 
2.3.5 Barriers to health education 
 
Effective communication is important to health and safety of the patients, quality of their 
health care and health education regarding their conditions. There are barriers that 
hinder communication of health information, which nurses must take cognisance of, to 
render effective health education. These include language and literacy problems, 
cultural beliefs and socio-economic status of the patients (Roux & Halstead 2009:312-
314). 
 
2.3.5.1 Language and literacy barriers 
 
When there is a language difference between the nurse and the patients, health 
education may not be effective, as the patients must clearly understand prescribed 
treatment regimen and behaviour modification.  Both verbal and written information may 
be difficult to understand where there are literacy and language problems (Roux & 
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Halstead 2009:312). Patients with chronic conditions are at risk if they have language 
and literacy challenges, as they may not grasp the vital information relating to the 
management of their conditions (Kreps 2012:121). 
 
2.3.5.2 Cultural barriers 
 
Cultural barriers may be beliefs, attitudes and customs. Culture has a great influence on 
how people communicate. Nurses should be aware of cultural practices in their patients 
because these will affect reception of health information. Culture may hinder health 
education, especially when nurses’ and patients’ cultures differ in relation to health and 
illness. Religious beliefs may also forbid patients from following some prescribed 
treatment regimen, for example dietary restrictions (Kreps 2012:121). 
 
2.3.5.3 Socio-economic barriers 
 
Patients are unlikely to comply with prescribed treatment regimen due to shortage or 
unavailability of resources, for example, transportation to collect medication in the 
hospital (Roux & Halstead 2009:314). Other barriers pertaining to nurses’ inability to 
give health education is lack of time, support, training and education in matters related 
to health and illness (Whitehead 2009:869).  
 
2.4 ASSESSMENT OF COMPETENCE IN HEALTH EDUCATION 
 
There is a necessity to assess and quantify competence in health education. This will 
determine whether an individual practitioner possesses relevant knowledge, skills and 
attitude to render health education.  
 
2.4.1 The concept of assessment 
 
To assess means to examine critically and estimate the merit, significance or value of 
something (World Book Dictionary 2009, sv, “assess”). Assessment includes collection 
of data using interviews, examinations, and/or observations. It involves comparing 
peoples’ attributes with relevant expectations of performance in terms of the required 
knowledge, skills and attitudes of the individual who occupies a specific position. 
Assessment determines what the person knows, what the person can do and how he 
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can relate to others. Senior nurses by virtue of /as part of their roles; observe the 
performance and competence of all nurses in their clinical setting (Potter & Perry 
2005:483). 
 
2.4.2 Methods of assessment of competence  
 
To meet the standards set for nursing care delivery, nurses need certain competencies 
and competencies stem from knowledge, skills, attitudes and personality traits of 
nurses. In assessing the practitioner, established standards of performance are utilised 
as a yardstick against which displayed performance is compared. The person is judged 
whether competent or not by comparing his performance against the set standards and 
they are defined in terms of behaviours. Competencies are behavioural and therefore 
measurable. They describe the job behaviours that account for good or bad 
performance (Jooste 2010:55). 
 
Different methods are utilised for assessment of nurses’ competence. These are 
observation; written communication, oral communication, simulation and self-evaluation 
methods.  
 
2.5 COMPETENCE STANDARDS IN NURSING 
 
Standards refer to the minimal acceptable level of performance which serves as 
baseline to judge the quality of professional preparation for practice; with reference to 
process, structure and outcome (Jooste 2010:170). Over the years, both local and 
international studies have reported concerns regarding challenges in transitioning 
student nurses to professional nurses and the competence of novice professional 
nurses.  
 
The SANC as a statutory body for nursing training and practice in RSA is responsible 
for setting competence standards (Jooste 2010:54); it therefore promulgated the Scope 
of Practice of nurses in RSA. According to the Scope of Practice, nurses are expected 
to diagnose a health need/s for people in their care, give them information to prevent 
disease and promote health and rehabilitation and execute relevant nursing treatment 
[SANC 1984, Paragraph 2 (a), (d) & (e)]. 
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Health education standards, as illustrated by the Joint Commission on Accreditation of 
Health Care Organizations (JCAHO), are as follows: 
 
 Patient or client education begins with assessment of needs; readiness, abilities 
and preferences to learning. 
 Client education is interactive. 
 Client education takes into cognisance socio-cultural and religious practices of 
the client into consideration. 
 Client education should incorporate pertinent topics such as nutrition, exercise 
and compliance to medication regimen. 
 Patient education plans, supports and co-ordinates activities and resources for 
patient and significant others (JCAHO in Potter & Perry 2005:450). 
 
2.5.1 Ensuring competence through preceptorship 
 
Preceptorship is a process whereby senior nurses provide support for the novice nurses 
in their clinical areas (Nursing & Midwifery Council 2008:46). It has been advocated as a 
means to improve patient care, develop confidence and competence, encourage staff 
retention, provide support and ease transition of newly qualified nurses (National 
Nursing Research Unit  2009:1; National Advisory Council on Nurse Education and 
Practice 2010:11; Robinson & Griffiths 2009:4-6). Dyess and Sherman (2009:403-410) 
studied how new graduate nurses progress during their first year of practice. Findings 
revealed that graduates experienced tremendous amount of support from preceptors, 
which reduced their transition stresses, helped them gain confidence and find a platform 
to reflect (Dyess & Sherman 2009:403). Similarly, in studying factors influencing the 
development of practical skills of interns in Western Cape hospitals in South Africa, 
Jaschinski and De Villiers (2008:70c)  reported that most interns experienced support 
from their seniors, especially, with regards to practical skills and building their 
confidence. Robinson and Griffiths’ study (2009:17) report that there is still room for 
improvement in supporting new graduates’ transition because a substantial proportion 
did not receive preceptorship.  The skill in providing health education to patients may be 
observed by NPNs, the manner in which it is done and the attitudes displayed by NSRs 
may be beneficial to the neophytes. Lauder et al (2008:1865-1866) revealed that 
highest support was from family and friends and peers; whereas the lowest support was 
from supervisors and mentors. On the other end, Jaschinski and De Villiers (2008:70c) 
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reported only a few problems with support whereby some students received favouritism 
from the consultants. 
 
Studies suggested duration of preceptorship to be at least six months (Nursing and 
Midwifery Council 2008; Robinson & Griffiths 2009:10).  
 
2.6 CONSEQUENCES OF COMPETENT PROFESSIONAL PRACTICE 
 
The acquisition of competence by the new recruits is of extreme importance to the 
nursing profession as nurses are accountable for their own actions (Jooste 2010:55).  
 
Ensuring the competence of health professionals is vital, especially because the public 
expects that nurses are competent on completion of training. If nurses are competent in 
health education they may contribute to decreasing morbidity and mortality due to 
knowledge patients may receive and use regarding health and illness.  
 
Kendall-Gallagher and Blegen (2009:108-109) explored the relationship between 
competence of Intensive Care Unit (ICU) trained nurses and the safety of patients. They 
enquired about the influence of the educational level of nurses and judgement on safety 
of ICU patients. They essentially investigated whether there is relationship between 
competence and speciality of professional nurses in ICU and patient safety. The 
question they sought to answer was on whether the level of clinical knowledge has a 
bearing on patients’ safety. A high level of clinical knowledge may enable the nurse to 
equip the patients with information (through health education) which is related to their 
conditions. Findings revealed that there was no significant correlation between 
certification and outcome but only the rate of patient falls. There was, however, a 
significant relationship between competence, as measured by certification status and 
patient outcomes, but, it varied by outcome and direction of the relationship (Kendall-
Gallagher & Blegen 2009:108-109).  
 
Health education has resulted in many positive changes in people’s lives like a 
reduction in deaths due to heart diseases, improvement in hypertension control, and 
reduction of smoking. There are, however, areas, which need more attention like 
obesity in children and adults (Glanz et al 2008:7-8).  
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2.7 CONCEPTUAL FRAMEWORKS OF THE STUDY 
 
The SANC is the standard regulating body of the education and practice of nurses in 
South Africa. The researcher therefore employed the SANC regulations that govern 
nursing education and practice of professional nurses in RSA to guide the study of 
perceived competence of NPNs in health education: 
 
 Chapter 2 of The Scope of Practice of nurses in RSA, Regulation R.2598 as 
amended [SANC 1984, Paragraph 2]. 
 Programme Objectives of the Programme leading to registration as a nurse 
(general, psychiatric and community) and midwife, Regulation R.425 as 
amended [SANC 1985, Paragraph 6(2)]. 
 
2.7.1 The Scope of Practice of Registered Nurses 
 
The prescriptions of chapter 2 of Regulation R.2598 guide the practice of professional 
nurses in RSA. In relation to this study, professional nurses are expected to:  
 
 Diagnose a health need and prescribe, provide and execute nursing 
care/intervention to meet such need for the patient. 
 Teach and council individuals and groups in order to prevent disease and 
promote health. 
 Prescribe, promote and/or maintain hygiene, physical comfort and reassurance 
of the patient. 
 Promote exercise, rest and sleep in order to enhance healing and rehabilitation. 
 Facilitate maintenance of nutrition of the patient [SANC 1984, Paragraph 2(a, d, 
e, f)]. 
 
Furthermore, when nurses wilfully or negligently fail to diagnose, prescribe or treat the 
patient, SANC may take disciplinary action against such a nurse according to SANC 
Regulation R.387. An example would be where a nurse did not teach 
patients/individuals how to prevent disease or promote health [SANC 1985, Paragraph 
2 (d, e)]. 
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2.7.2 Programme objectives of the R.425 programme 
 
Regulation R.425 programme objectives, aim to develop the student nurse 
professionally so that on completion of the course of study he or she: 
 
 Shows respect for the dignity and uniqueness of man in his social, cultural and 
religious environment. 
 Is skilled in diagnosing individuals’ and groups’ health problems and in planning 
for implementation of therapeutic action for them. 
 Is able to direct and control the interaction with patients/clients. 
 Endorses a principle of comprehensive health service. 
 Is able to promote community involvement in health and illness issues across all 
developmental stages [SANC 1985, Paragraph 6(2) (a), (b), (c), (d), (e) & (m)]. 
 
According to minimum requirements and guidelines for teaching of students of the 
Regulation R.425 programme, the Nursing Education Institution (NEI) should identify 
critical thinking skills to enable students to actively function within the multidisciplinary 
team and thus promote health of the community. Furthermore, the NEI should identify 
learning opportunities, emphasising the importance of health education whenever 
appropriate (SANC 1992). 
 
2.8  CONCLUSION 
 
The researcher examined both national and international literature on competence of 
professional nurses in general, by delving into previous research studies, ie, 
dissertations and articles as well as recent books on competence and health education. 
The review began with the definitions of the concept ‘competence’, followed by 
discussion of dimensions in competence.  
 
The literature revealed similar trends across the globe regarding the transition of 
student to professional nurse, hence the development of programmes to mentor the 
neophyte through the transition process. The researcher then narrowed the search to 
competence in health education in order to align the available knowledge to the topic at 
hand. The literature search revealed paucity of studies in this section. The researcher 
then explored and discussed literature on assessment of competence in health 
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education, competence standards in nursing as well as standards in health education. 
Finally, she discussed consequences of competent professional practice and 
conceptual frameworks guiding the study. The next chapter explains methodology of the 
study. 
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CHAPTER 3 
 
RESEARCH DESIGN AND METHOD 
 
 
3.1 INTRODUCTION 
 
This chapter on research design and method describes the method selected for the 
study, provides its justification and explains how the study was conducted. The 
discussion will commence with a review of the objectives of the study before embarking 
on research design, research method, ethical considerations, scientific honesty and 
integrity and, lastly, data analysis. Briefly, a quantitative, descriptive, non-experimental 
research design was used to determine how the senior nurses perceive the competence 
of novice nurses in giving health education to patients in order to develop 
recommendations for nurses’ training; should they be lacking such competence.  
 
3.2 THE OBJECTIVES OF THE STUDY 
 
In order to gain insight into the perceptions of the Nurses in Supervisory Roles (NSRs) 
regarding competence of Novice Professional Nurses (NPNs) in health education, the 
researcher formulated the following study objectives. The objectives of this study are 
therefore to: 
 
• Explore the perceptions of NSRs regarding skills and knowledge (competence) 
the NPNs display in rendering health education to patients. 
• Determine whether, according to the NSRs’ perceptions, NPNs are able to 
identify barriers to health education. 
• Recommend the curriculum changes, should there be gaps in teaching and 
learning. 
 
3.3 RESEARCH DESIGN 
 
A research design is an overall plan to get answers to the research question that is also 
described as a blueprint on how one intends to embark on the journey in conducting the 
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study (Kumar 2011:94; Mouton 2001:55; Polit & Beck 2012:58, 741). Simply put, the 
research design explains what data is to be collected, where and how it will be collected 
(Parahoo 2006:183). 
 
The researcher adopted a quantitative, non-experimental descriptive design to 
determine the perceptions of NSRs regarding health education competence of NPNs. 
 
3.3.1 Quantitative approach 
 
A quantitative approach is a formal, rigorous and objective systemic process which uses 
numerical data to describe variables and their relationships (Burns & Grove 2005:23). 
The quantitative research focuses on logical reasoning and measurable aspect of 
human behaviour (Brink et al 2012:10).  
 
This approach uses structured procedures and formal instruments to collect data, which 
is then analysed through statistical procedures. In this study, the variable ‘perceptions of 
the NSRs’ was quantified. This was possible because the approach is amenable to 
statistical analysis using number of responses to questions that were answered by 
respondents. 
 
3.3.2 Non-experimental descriptive design 
 
The researcher employed a non-experimental descriptive design. In this design the 
variables of the population are not experimented upon or manipulated, but are studied 
as they naturally occur; which gives a picture of the phenomenon as it is.  Researchers 
are like bystanders since they do not introduce any treatment or change subjects but 
collect data as it emerges (Babbie 2013:91; Parahoo 2006:48-49; Polit & Beck 2012:55, 
229). This design includes research assumptions, the process of the enquiry, types of 
data collected and meaning of the findings Furthermore, it states the operational 
concepts, devises data collection methods and analysis presented in statistical 
language (Parahoo 2006:49). In following all these procedures the main purpose is to 
measure the variable objectively. Descriptive designs are versatile when little is known 
about the phenomenon (Parahoo 2006:48, 184). 
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In this study of the perceptions of NSRs regarding health education competence of 
NPNs, the study population was not manipulated; the NSRs reported their perceptions 
as they naturally occur. The descriptive design gains a broader spectrum of information 
within a particular study which then enabled the researcher to describe the perceptions 
of NSRs regarding NPNs’ competence in health education. This helped the researcher 
to gain insight into the state of affairs, based on indirect measurement of competence. 
 
3.4 THE RESEARCH METHOD 
 
The research method describes methods used in the study for sampling and data 
collection. 
 
3.4.1 Population 
 
According to Babbie (2013:134), a population is defined as ‘the group or population that 
we’re interested in generalising about’. In simple terms, population refers to the total 
number of units from which data can be collected (Babbie 2013:135; Parahoo 2006:256; 
471). It is the entire aggregate of cases in which the researcher is interested and which 
meet the criteria for inclusion in the study (Burns & Grove 2009:42; Polit & Beck 
2012:273).  
 
The study was conducted at Hospital X in the eThekwini District of KwaZulu-Natal 
(KZN) Province. The accessible population comprised of senior professional nurses 
who were working at Hospital X at the time of data collection. 
 
3.4.2 Sampling 
 
Sampling is the process of selecting subjects or elements for participation in a study 
(Burns & Grove 2009:35). The researcher selects a portion of the population to 
represent the entire population so that inferences about the population can be made 
(Polit & Beck 2012:275, 742).  
 
A sample is the subset or proportion of the population or respondents selected to 
partake in the study and from whom to collect data; it represents the entire population 
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(Burns & Grove 2009:42; De Vos et al 2011:223-224; Parahoo 2006:256; Polit & Beck 
2012:275, 742). 
 
There are two types of sampling techniques; probability and non-probability 
sampling. The researcher employed the non-probability sampling technique. This 
technique is convenient and economical even though it may or may not represent the 
population. It is used when the researcher is unable to access the entire population. In 
this case, the researcher cannot specify whether each element has an equal chance of 
being included in the sample (Brink et al 2012:139-140; Maree 2010:176). 
 
Non-probability sampling comprises of four sampling methods; convenience, 
snowball, quota and purposive sampling methods. In this study the convenience 
sampling method was used. In convenience sampling, the elements are selected due to 
their convenience and accessibility; hence also referred to as ‘availability’ sampling. 
While this approach is quick and cost effective it is, however, not representative of the 
entire population because of its non-random selection which leaves little opportunity to 
control bias (Brink et al 2012:140; Maree 2010:10). In this study, the questionnaires 
were distributed to the NSRs on duty between November 2012 and March 2013 of data 
collection.  
 
3.4.3 Eligibility criteria 
 
Eligibility criteria specify population characteristics for inclusion to the study. They 
prescribe attributes the subjects must possess to be part of the target population (Burns 
& Grove 2009:345; Polit & Beck 2012:274).  
 
To be included in the study, the professional nurses had to comply with the following 
criteria: 
 
 Have been working as professional nurses for at least three years after 
registration with the SANC. 
 Are permanent employees of hospital X. 
 Are professional nurses of the R.425 or R.683 programme. 
 Are working or have worked with NPNs in the general units during the past 6 
months. 
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Exclusion criteria: 
 
The professional nurses excluded from this study are as follows: 
 
 Those who are not willing to participate. 
 Those who are working in closed units (e.g. operating theatre, Intensive Care 
Units).  
 Newly appointed NSRs. 
 Those who have never worked with the novice nurses in general wards. 
 
3.4.4 Data collection 
 
According to Burns and Grove (2009:43), data collection is ‘a precise, systemic 
gathering of information relevant to the research purpose or the specific objectives, 
questions, or hypothesis of a study’. Data collection in quantitative research comprises 
of numerical information to address the research objectives (Burns & Grove 2009:43-
44). The data collection approach, method and instrument used in the study will now be 
discussed. 
 
3.4.4.1 Approach, method and instrument 
 
Research studies rely on primary and secondary sources of information to collect data 
(Kumar 2011:138-139). This study utilised primary sources, in that, the data was 
collected from respondents. 
 
Data collection method used depends on the research paradigm. Quantitative research 
employs structured data collection methods such as observation, interviews or 
questionnaires (Kumar 2011:138-139). In structured methods of data collection, the 
researcher collects data according to an established plan (Brink et al 2012:57). In the 
case of this study, the researcher opted for the self-administered questionnaires. This 
implies that the respondents completed the questionnaires on their own. 
 
A questionnaire is a document or printed self-report form with a set of questions, 
designed to elicit information (obtainable through written or verbal responses) from the 
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respondents for analysis. It is a predetermined structured tool, standardised to collect 
data (Burns & Grove 2005:272; Kumar 2011:145; Parahoo 2006:55, 283). Structured 
questionnaires have close-ended questions from which respondents choose 
predetermined responses, facilitating questionnaire completion and data analysis 
(Babbie 2013:230-231; De Vos et al 2011:195-199; Kumar 2011:55-56; Thomas 
2009:173). Researchers may use existing questionnaires to collect data or develop their 
own. In this study, the researcher developed the questionnaire. Before doing so, the 
researcher searched both local and international literature, but, could not find a suitable 
data collection instrument for the current study. As a result, the researcher developed 
the questionnaire that would suit the study and its objectives. In this regard, the 
literature review on the concepts ‘competence’ and ‘health education’ was instrumental 
in the questionnaire construction. The questionnaire was then submitted to the 
supervisors who suggested some changes. The changes were implemented and the 
questionnaire was subsequently approved by both the supervisors and the Higher 
Degree Committee of the Department of Health Studies at Unisa.  
 
3.4.4.1.1 Advantages of questionnaires 
 
Some of the advantages for using a questionnaire as related to this study are as 
follows: 
 
 A questionnaire saves time as it can be self-administered. 
 It can reach large numbers of people over a wide geographical area. 
 It is more cost-effective than interviews and observations. 
 It offers a fair degree of reliability as structured data cannot be altered. 
 Data collected from respondents is standardised and is in the same 
format/uniformity. 
 Data are easy and quick to analyse using a computer. 
 Anonymity of respondents can be assured as no name is attached to the 
questionnaire. 
 Respondents may complete the questionnaires during their own time. 
 Researcher bias is obviated by the absence of the researcher while participants 
complete the questionnaire. 
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 It can be useful to other researchers who may borrow and adapt it with 
permission (Babbie 2013:231; Burns & Grove 2005:147; Kumar 2011:148, 299; 
Mouton 2001:523). 
 
3.4.4.1.2 Disadvantages of questionnaires related to this study 
 
The use of questionnaires also has some disadvantages, which are as follows: 
 
 The main disadvantage is that there is no opportunity to ask respondents to 
elaborate/clarify or illustrate answers; hence the researcher has been meticulous 
in formulating questions in a way that will give clear answers. 
 The respondents may misinterpret questions; the researcher minimised/mitigated 
this disadvantage by pretesting the questionnaire. 
 Developing and testing the questionnaire is time-consuming and costly for the 
researcher. 
 It tells little about the context in which respondents formulated their response. 
 Data collected may be superficial, researcher cannot probe more, the sequence 
of questions was such that they bring clarity to what was asked. 
 If the questionnaire is completed in the absence of the researcher, it cannot be 
guaranteed that the questionnaire was completed by the respondents or that it 
was not discussed. 
 It can only be used to collect certain type of information. 
 Should respondents need clarity regarding some questions, the researcher is not 
there to clear any queries (Brink et al 2012:155; Kumar 2011:149; Parahoo 
2006:299). 
 
3.4.4.1.3 Questionnaire development 
 
A close-ended questionnaire was designed by the researcher with the guidance of the 
researcher’s study supervisors. The researcher developed the questionnaire from the 
in-depth literature review on competence and health education.  
 
 
70 
3.4.4.1.4 Characteristics of the questionnaire 
 
A covering letter accompanied the questionnaire, which explained the purpose and 
objectives of the study. In general, the items of the questionnaire were extracted from 
the literature review, particularly competencies and skills involved in health education. 
Standards for professional practice, scope of practice for registered nurses and 
objectives of the R.425 programme (refer to chapter 2) were also utilised to construct 
the questionnaire. 
 
The questionnaire comprised of two (2) sections: 
 
SECTION A 
 
This section has questions related to the demographic data of the participant. It was 
comprised of 8 items which elicited demographic data such as: 
 
 Age 
 Gender 
 Training programmes completed 
 Number of years employed as a professional nurse 
 Present designation  
 Number of NPNs currently working with 
 
This data was used to determine whether the participants responses could be used 
(eligibility criteria). 
 
SECTION B 
 
Section B comprised of questions pertaining to the perceptions of the senior nurses on 
competence of the novice professional nurses in providing health education. 
 
The close-ended questions were based on knowledge and skills (competence) in health 
education using the 5-item Likert scale whereby ‘respondents indicate their levels of 
agreement to statements provided by the researcher relating to the attitude, belief 
[perception] and characteristic’ (Thomas 2009:178) as follows: 
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1  Strongly disagree 
2  Disagree 
3  Uncertain 
4  Agree 
5  Strongly agree 
 
The structure of questions in Section B was as follows: 
 
 Assessment of patient needs:14 items 
 Planning for health education session/identification of needs:13 items 
 Implementation of health education: 56 items 
 Evaluation of health education: 6 items 
 
3.4.4.1.5 Pre-testing of the questionnaire 
 
Pre-testing refers to testing the newly constructed questionnaire for clarity, 
understanding, wording and meaning by prospective respondents to elicit whether it is 
suitable for use in the study (De Vos et al 2011:240-241; Kumar 2011:293). 
 
The questionnaire was pre-tested for face and content validity. Validity means the 
instrument measures what it is intended to measure; it is the extent to which it reflects 
the abstract concept being measured. The instrument therefore accurately measures 
the concept under study (Babbie 2013:560; Burns & Grove 2005:260; Gomm 2008:33-
34). 
 
The researcher pre-tested the instrument by having it assessed for face validity. Face 
validity is the verification that the instrument appears to measure the construct desired. 
When judging its face validity, relevant experts are asked to judge if it appears to 
measure the relevant attributes and covers the range of meanings of the concept (Polit 
& Beck 2012:336; De Vos et al 2011:173-174; Gomm 2008:34). In this study, the 
researcher asked four nursing lecturers involved in teaching health education to 
students of the R.425 programme to assess the face validity of the questionnaire. Four 
senior professional nurses, who were not selected for inclusion in the study, were also 
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asked to test the questionnaire by completing it. There were no changes necessary as 
both the lecturers and professional nurses were satisfied with the instrument. 
 
The research supervisors assessed the questionnaire for content validity. Content 
validity refers to the extent to which the items of the instrument adequately represent 
the universe of the content. An instrument is judged according to the extent to which its 
content represents all aspects of the concept under investigation (Babbie 2007:192; De 
Vos et al 2011:173; Gomm 2008:32). The supervisors determined whether the items 
adequately covered the required knowledge and skills in rendering health education to 
patients. They judged the items against content on health education, scope of practice 
of registered nurses and programme objectives of the R.425 programme and both 
supervisors suggested a few changes on the questionnaire. After making the suggested 
changes, the researcher submitted the questionnaire again and it was approved for the 
study. 
 
Reliability refers to the consistency of the instrument; that is, whether it measures the 
attribute it is designed to measure, it answers the question whether the instrument can 
be trusted or relied upon for consistency or accuracy. If the instrument yields the same 
results each time it is used, it is then deemed reliable (Polit & Beck 2012:331). The 
researcher calculated the correlation of each item with every other item to develop 
consistency using Cronbach alpha test.  The results of this test are discussed in chapter 
4. 
 
3.4.4.1.6 Administration of the questionnaire 
 
After obtaining a list of professional nurses from human resource department of hospital 
X, the researcher eliminated those who had worked for less than five years as 
professional nurses. The researcher then hand-delivered the questionnaires to on-duty 
professional nurses working at general departments and arranged to collect the 
completed questionnaires on the agreed upon date from the respondents. Both day and 
night duty nurses participated in the study. Data was collected between November 2012 
and March 2013 to maximise sample size. 
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3.5 ETHICAL CONSIDERATIONS 
 
A good research problem conforms to the moral and legal standards of the scientific 
inquiry. The following ethical issues (as discussed in chapter 1) were considered from 
the inception to completion of the study. 
 
3.5.1 Rights of the institution 
 
Permissions from relevant institutions were granted in writing (See Annexures C and E 
and for copies of the documentation). A copy of the research report will be sent to the 
hospital as requested after completion of the research.  
 
3.5.2 Rights of the respondents 
 
Informed consent entails the patients’ or clients’ right to information or full disclosure 
about all intended interventions before consenting to participation; the participants must 
understand all possible risks and implications of being involved (Babbie 2013:34; 
LoBiondo-Wood & Haber 2006:297-298). The researcher explained the intended study 
to prospective participants, that is, the purpose of research and how respondents may 
contribute to results. According to Polit and Beck (2012:157), ‘respondents have the 
power to consent to or decline participation voluntarily’. 
 
To ensure the protection of human rights, all prospective participants were informed 
verbally and in writing of the intentions of the study and the importance of their 
participation. The rights to self-determination was based on the principle of respect for 
persons, which meant participation was voluntary and respondents had a right to 
withdraw at any time during the study if they so wished. The issue of anonymity and 
confidentiality was observed in that no form of identification was attached to the 
instrument which could link the respondents with their responses.  
 
The researcher observed ethical principles that ensure the protection of human rights. 
These are rights to informed consent, right to anonymity and rights to protection from 
discomfort and harm. 
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Anonymity means subjects’ responses are not linked to their identity. This ensures that 
anyone reading the research report cannot identify the questionnaire responses to the 
respondent. A code number was pre-inserted in each questionnaire for administrative 
purposes; no names were used (Babbie 2013:35; LoBiondo-Wood & Haber 2006:298). 
Respondents were given numbered questionnaires; they were not prompted to disclose 
their identities or their names in any way. In this manner, the researcher ensured 
complete anonymity. 
 
Confidentiality refers to the promise by the researcher not to disclose the respondents’ 
individual responses, should she become aware of such (Babbie 2013:35-36; Polit & 
Beck 2012:162). It means any information about the subjects’ identities and responses 
in the study are not accessible to unauthorised persons. Breaching confidentiality by a 
researcher is unacceptable, as it may reveal information relating to respondents that 
may be harmful (LoBiondo-Wood & Haber 2006:298; Neuman 2012:62-63). In the same 
vein, the researcher ensured confidentiality as no information about the subject matter 
could be linked to respondents’ identities. Questionnaires were given to respondents in 
individual envelopes and respondents were requested to keep completed 
questionnaires in sealed envelopes for confidentiality. 
 
Subjects also have rights to be protected from discomfort and harm. The researcher 
ensured this by pre-assigning numbers to the questionnaires; the respondents’ names 
were not linked to responses. This principle is based on the premise of beneficence that 
one should do good and above all, do no harm (LoBiondo-Wood & Haber 2006:298-
299; Polit & Beck 2012:162-163). 
 
3.6 PERMISSION TO CONDUCT RESEARCH 
 
Permission to conduct the study was first sought from the Higher Degree Committee of 
Unisa’s Department of Health Studies and was approved (see Annexure A: Project 
number HSHDC/38/2012); permission was then sought from KwaZulu-Natal 
Department of Health’s Ethics Research Committee as well as the Management of 
Hospital X by written letters which explained the purpose of the study (see Annexures B 
and D). Permission was granted in writing (see Annexures C and E). It was arranged 
that on completion of the research, a report will be sent to the hospital.  
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3.7 SCIENTIFIC HONESTY AND INTEGRITY 
 
The researcher adhered to highest technical standards and scientific principles in 
conducting the study, all sources consulted were acknowledged accordingly. The 
researcher accurately and honestly reported the study findings (Brink et al 2012:40). 
Limitations to the study have been acknowledged accordingly. A balanced literature 
review was done to ensure that the issues of health education and competence were 
reviewed from different perspectives (Mouton 2001:240). 
 
3.8 DATA ANALYSIS 
 
Quantitative studies employ descriptive statistics for data analysis. Descriptive statistics 
use the percentages, averages, frequencies and variations of response to analyse data. 
Statistical Package for the Social Sciences (SPSS) version 21.0  was used by deriving 
quantitative data that was obtained by analysing responses presented on the Likert 
scale (LoBiondo-Wood & Haber 2002:386; Polit & Beck 2012:379). Data analysis brings 
meaning to vast information collected by the researcher, which is not amenable to 
interpretation. It reduces, summarises, interprets and communicates numerical data in a 
meaningful way (Polit & Beck 2012:379, 729). In the next chapter the results from the 
data analysis will be discussed in detail. 
 
3.9 CONCLUSION 
 
This chapter described non-experimental descriptive design and sampling method used 
in the study of senior nurses’ perceptions of competence of the novice nurses in health 
education. The researcher discussed the instrument employed in data collection, ie, 
questionnaire, as well as how data was collected. The next chapter analyses data 
collected from NSRs, with a view to making recommendations for the Regulation R.425 
programme. 
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CHAPTER 4 
 
ANALYSIS, PRESENTATION AND DESCRIPTION OF THE RESEARCH 
FINDINGS 
 
 
4.1 INTRODUCTION 
 
A quantitative, descriptive, non-experimental study was conducted to explore the 
perceptions of nurses in supervisory roles (NSRs) regarding the competence of novice 
nurses in a selected Ethekwini district hospital of KZN Province. In the previous chapter, 
the researcher described the design and methods that were used to conduct the study. 
In this chapter, the researcher presents the results and discusses the findings obtained 
from the questionnaire. The questionnaire is the primary tool that was used to collect 
data from senior nurses at a selected hospital. The data collected from the respondents 
was analysed with Statistical Package for the Social Sciences (SPSS) program and 
verified by a statistician. The results present the descriptive statistics in the form of 
graphs, cross tabulations and other figures for the quantitative data that was collected. 
Inferential techniques include the use of correlations and chi square test values; which 
are interpreted using the p-values. 
 
A total of 125 structured questionnaires were hand-delivered to the respondents, 
nevertheless, only 75.2%, (N=94) were returned. This was a good response rate as it is 
more than the 65 percent recommended response rate, which has a relatively small risk 
of bias (Polit & Beck 2012:311). The 97 item research instrument consisted of 10 sub-
sections, with a level of measurement at a nominal or an ordinal level. The research 
instrument was developed by the researcher with the support of the supervisor and co-
supervisor.  
 
The questionnaire was divided into 2 sections which measured the following: 
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SECTION A:  Biographical data, comprising of age, gender, qualifications, etc.  
 
SECTION B:  Perceptions of nurses in supervisory positions regarding competence of 
novice professional nurse in health education. 
 
Section B was divided into various sub-sections as per the analysis section. 
 
4.2 OBJECTIVES OF THE STUDY 
 
In order to gain insight into the perceptions of the NSRs regarding competence of NPNs 
in health education, the following research objectives were formulated: 
 
 Explore the perceptions of NSRs regarding skills and knowledge (competence) 
the NPNs display in rendering health education to patients. 
 Determine whether, according to the NSRs’ perceptions, NPNs are able to 
identify barriers to health education. 
 Recommend curriculum changes, should there be gaps in teaching and learning. 
 
4.2.1 Reliability statistics 
 
The two most important aspects of precision are reliability and validity. Reliability is 
computed by taking several measurements on the same subjects. A reliability coefficient 
of 0.70 or higher is considered as “acceptable” (Polit & Beck 2012:334-335). The table 
below reflects the Cronbach’s alpha score for all the items that constituted Section B of 
the questionnaire. 
 
 
78 
Table 4.1 Cronbach’s Alpha score 
 
Cronbach's 
Alpha 
Assessment before health education session 0.95 
Planning for the health education session 0.943 
Implementation of health education 0.978 
The novice nurses working in my unit know and understand their own limitations.  0.88 
The novice nurses working in my unit are able to give health education on common 
conditions/health topics.   0.933 
The novice nurses working in my unit apply the three levels of health education.   0.915 
The novice nurses working in my unit integrate other factors playing a role in 
patients’ condition.   0.899 
The novice nurses working in my unit use different methods of teaching. 0.885 
Evaluation of health education  0.919 
Overall 0.989 
 
The overall reliability score of 0.989 exceeds the recommended value of 0.70. This 
indicates a high (overall) degree of acceptable, consistent scoring for this research 
instrument (Polit & Beck 2012:334-335).  
 
4.3 FACTOR ANALYSIS 
 
Factor analysis is a statistical technique whose main goal is data reduction. A typical 
use of factor analysis is in survey research, where a researcher wishes to represent a 
number of questions with a small number of hypothetical factors.  
 
Certain components of factor analysis are divided into smaller components. This is 
explained below in the rotated component matrix. (Tables 4.2 – Table 4.10). 
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Table 4.2 Assessment before health education session 
 
Assessment before Health Education Session 
Component 
1 2 
Are able to identify health education needs of patients .740 .372 
Are able to identify health educational needs of the family .840 .224 
Prioritises patients’ needs .463 .761 
Take patients’ history before health education is planned .695 .494 
Are able to recognise family needs for guidance .767 .286 
Assess patients’ hygiene needs .316 .876 
Assess patients’ nutritional status/needs .376 .817 
Assess compliance with treatment and care .313 .877 
Assess weight management .677 .406 
Assess patients’ health beliefs .299 .845 
Assess issues of religion in relation to health .647 .598 
Assess cultural factors impending on  health .792 .294 
Assess other barriers to health education like language .525 .548 
Enquire about educational level of the patients .482 .230 
 
This factor rotates around two factors.  The first factor relates to the patients’ learning 
needs while the second factor relates to client profile.  This indicates two very important 
aspects that any health professional should take into account when assessment is done 
before a health education session.  The needs of the patient will determine what is to be 
taught, while the profile of the patient will influence the health professional how to 
present the information to the patient. 
 
Table 4.3 Planning for health education session 
 
Planning for the health education session 
Component 
1 2 
Involve the patients in their own care planning .827 .230 
Involve family/significant others in planning patients’ care .785 .250 
Set appropriate objectives .812 .112 
Take into consideration socio-economic status of patient .792 .319 
Incorporates cultural beliefs and values during planning .795 .334 
Apply appropriate visual aids .165 .861 
Plan for immediate goals .541 .677 
Plan for short term goals .491 .657 
Plan for long-term goals .788 .332 
Plan for appropriate time for education .719 .384 
Prepare suitable/conducive environment for learning .575 .465 
Prioritise patients’ needs .661 .525 
Prepare visual aids to be used during the health education session .193 .885 
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This factor rotates around two factors.  The first factor relates to personal and socio-
cultural health determinants while the second factor relates to visual aids and goals. 
When planning a health education session, the socio-cultural health determinants 
should be taken into account.  These aspects are important to gain the cooperation of 
the patient.  The visual aids should be appropriate for use and should support the 
teaching of the patient.  The nurse presenting the health education session should be 
well versed in the use of the visual aids. 
 
Table 4.4 Implementation of health education  
 
Implementation 
Component 
1 2 3 
Introduce themselves .818 .076 .363 
Introduce the topics .718 .421 .288 
Outline objectives of the sessions .562 .034 .623 
Evaluate prior knowledge of the audience .657 .297 .402 
Use language that is understood by the audience .613 .327 .313 
Use visual aids appropriately .684 .392 .076 
Use their voices clearly .686 .365 .349 
Gain and maintain audience’s attention .357 .386 .612 
Demonstrate self-confidence .414 .574 .499 
Demonstrate a caring approach .563 .478 .443 
Maintain eye contact .462 .564 .461 
Are knowledgeable about topic content .656 .454 .292 
Do not portray judgemental attitudes .561 .555 .261 
Are able to give health education for common conditions .621 .483 .302 
Use content suitable for age group of the audience .296 .755 .380 
Use content that is accurate .396 .790 .315 
Use content that is relevant .291 .756 .403 
Use content that is up to date .400 .790 .317 
Give individualised health education .511 .310 .488 
Interact with clients .560 .368 .429 
Are able to answer patients’ questions during health education sessions .503 .478 .526 
Ask questions during talk to check if content is well understood .365 .422 .648 
Modify health talks according to individuals’ needs .531 .380 .377 
Motivate patient to change risky behaviour .445 .348 .607 
Build trusting relationships with patients .486 .351 .622 
Do not blame victims/patients .303 .265 .760 
Summarise main points .129 .553 .688 
Ask questions to evaluate if objectives have been met .220 .406 .705 
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This factor rotates around three factors.  The first factor relates to patient-centred care 
while the second factor relates to the health education content and the third factor 
relates to presentation skill or ability.  The uniqueness of patients should not be 
overlooked and the nurse should therefore adapt the learning content for each individual 
patient.  The content presented to the patient should be accurate and relevant, 
otherwise, it might be very confusing.  The presenter should give the patient time to ask 
questions and should also ask questions to establish if the patient understands the 
content.  When presenting the health education session, the presenter should heed to 
build trust in the patient-nurse relationship.  By summarising the main points, the patient 
will understand exactly what is expected from him/her. 
 
Table 4.5 Nurses’ knowledge and understanding of their limitations 
 
The novice nurses working in my unit, know and understand their own 
limitations 
Component 
1 
Recognise own limitations to knowledge .775 
Ask for assistance when needed .810 
Consult resources like written information .686 
Consult multidisciplinary team members when necessary .831 
Work within their scope of practice .649 
Alter environment if necessary to promote learning .792 
Monitor the clients’ behaviour and delineate learning outcome .814 
 
All factors rotate around one factor. This factor could be described as nurses’ 
knowledge and understanding of their own limitations. Before any teaching could take 
place, the nurse providing the education should determine if she has the necessary 
knowledge and skills to provide health education to the patient. 
 
Table 4.6 Nurses’ ability to give health education on common diseases 
 
The novice nurses working in my unit are able to give health education on 
common conditions/health topics 
Component 
1 
Educate patients on taking medication .907 
Educate patients on good nutrition .936 
Educate patients on weight management .812 
Give health education on specific diagnosis .913 
Give health education specific to individual diagnosis .904 
 
All factors rotate around one factor, which could be described as knowledge of common 
conditions and health education topics. The health educator should be updated about 
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the most recent trends in the treatment and care of common conditions.  This is only 
possible by attending conferences and in-services session themselves and reading 
health related books and journals.  The internet could be a valuable help and resource 
for the presenter. 
 
Table 4.7 Nurses’ ability to apply three levels of prevention 
 
The novice nurses working in my unit apply the three levels of health 
education 
Component 
1 
Primary level to prevent disease .793 
Educate patients at secondary level of prevention to deal with disease .815 
Educate patients at secondary level for behaviour modification .865 
Educate clients at tertiary level of prevention to prevent complications .885 
Educate clients at tertiary level of prevention to rehabilitate .868 
Tertiary level to prevent complications of disease .821 
 
All factors rotate around one factor, which could be described as knowledge of disease 
prevention at all levels.  The health educator should be knowledgeable about the 
different levels of care and how to coordinate and refer the patient to care facilities 
available at the different levels in the health care system. 
 
Table 4.8 Nurses’ ability to incorporate/integrate other factors involved in 
patients’ condition 
 
The novice nurses working in my unit integrate other factors playing a role in 
patients’ condition 
Component 
1 
Analyse how environmental and personal factors are interrelated .908 
Relate significance of unhealthy lifestyle to patients’ health status .805 
Incorporate socio-economic determinants of health .859 
Analyse how cultural factors contribute to health-illness cycle .936 
 
All factors rotate around one factor, which could be described as multifactorial causality 
of diseases.  The health educator should have a holistic view on the patient’s disease 
and be able to “see the bigger” picture when giving health education to the patient. 
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Table 4.9 Teaching methods used by novice nurses 
 
The novice nurses working in my unit use different methods of teaching. 
Component 
1 2 
Use formal lessons where appropriate .300 .703 
Demonstrate appropriately, for example, how to do dressing .115 .911 
Use group discussions where appropriate .376 .817 
Involve audience in role plays where appropriate .940 .240 
Involve the audience in games as teaching strategies .953 .206 
Use case studies where suitable .795 .407 
 
This factor rotates around two factors.  The first factor relates to innovative teaching 
methods while the second factor relates to traditional teaching methods. Health 
educators should be able to adapt their teaching methods to the content being taught as 
well as to their audience. 
 
Table 4.10 Evaluation of health education 
 
Evaluation 
Component 
1 
Evaluate health education outcome with patients .787 
Evaluate health education outcome with family/significant others .894 
Monitor clients’ behaviour for changes .839 
Evaluate health learning needs .834 
Consider re-planning health education strategy where necessary .900 
Encourage patients during evaluation for the improvement of health behaviour .850 
 
All factors rotate around one factor, which could be described as evaluation of health 
education outcome.  After each health education session, the health educator should 
evaluate the outcome of this intervention and act appropriately. 
 
It is noted that the variables that constituted certain sections loaded perfectly along one 
factor. This means that the statements (variables) that constituted these components 
perfectly measured the component.  
 
4.4 RESEARCH RESULTS 
 
The research results are presented with regards to sample characteristics and the 
respondents’ perceptions of NPNs’ competence in health education.  
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4.4.1 Sample characteristics  
 
This section comprises eight items which summarise the biographical data of the 
respondents. 
 
4.4.1.1 Gender 
 
Table 4.11 compares the age group and the gender of the respondents with the number 
of NPNs they worked with. 
 
Table 4.11 Gender distribution by age (n=85) 
 
Age Male Female Total % n % n % N 
28 years and younger 9.1 1 90.9 10 100.0 11 
29-38 years 13.3 2 86.7 13 100.0 15 
39-48 years 6.3 2 90.6 29 96.9 31 
49-58 years  4.3 1 95.7 22 100.0 23 
59-68 years 0.0 0 100.0 4 100.0 4 
TOTAL 0.0 6 100.0 78 100.0 84 
*missing values=1 
 
A total of nine respondents did not indicate their age category. 
 
Only 1 respondent, (3.1%), under age category ‘39-48 years’ did not indicate his/her 
gender; hence a total of less than 100%. Within the age category of 28 years or 
younger, 9.1% (n=1) were male compared to 90.9% (n=10) females. The ratio of males 
to females is approximately 1:13 (7.1%; 91.8%). This is in line with male to female ratio 
of registered professional nurses in the KZN Province according to SANC 2013 
statistics (SANC 2013). 
 
4.4.1.2 Age  
 
The following results depict/illustrate the five age groups of the respondents as 
illustrated in figure 4.1. 
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Figure 4.1 Age of respondents (n=85) 
 
Of the 94 respondents, 9 did not indicate their age category, hence the total n value of 
85. Approximately two-thirds (69.4%; n=59) of the respondents were between the ages 
of 39 to 68 years. This indicates that the majority of the respondents were mature, 
hence their views were more likely to be valuable in assessing NPNs’ competence.  
 
4.4.1.3 The undergraduate nursing programmes 
 
Figure 4.2 indicates the undergraduate nurse training programme that the respondents 
completed to become a professional nurse.  
 
 
Figure 4.2 Undergraduate nursing programmes (N=94) 
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Most of the respondents (41.2%; n=39) had done a bridging course for enrolled nurses 
leading to registration as a general nurse or psychiatric nurse. The smallest grouping 
(12.9%; n=12) had an integrated 4 year degree. 
 
4.4.1.4 Other nursing programmes  
 
Table 4.12 summarises other types of nursing programmes done post initial registration 
as a professional nurse. 
 
Table 4.12 Other nursing programmes done by respondents (N=94)* 
 
Nursing programmes % N 
Midwifery Diploma 67.1 63 
Community Nursing Degree/Diploma 56.5 53 
Nursing Administration Degree/Diploma 22.4 21 
Psychiatric Nursing Diploma 36.5 34 
Nursing Education Degree/Diploma 9.4 9 
Advanced Midwifery Diploma 4.7 4 
Bachelor of Arts: Nursing 5.9 6 
Honours Degree: Nursing 7.1 7 
Masters Degree in Nursing Education 1.2 1 
Orthopaedic Nursing Science 5.9 6 
HIV Nursing 1.2 7 
Primary Health Care 1.2 7 
Other Nursing qualifications 9.4 9 
*Multiple responses were allowed, hence, the total would not be 100% 
  
Table 4.12 shows that a small percentage of supervisors was involved in continued 
education, especially the degree courses. It is also noted that only 22.4% (n=21) had 
done a nursing administration course, yet it is a valuable qualification to hold in a 
supervisory role.  
 
4.4.1.5 Number of years worked as professional nurses 
 
Figure 4.3 indicates the number of years that respondents have worked as registered 
professional nurses.  
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Figure 4.3 Number of years respondents worked as professional nurses (N=94) 
 
A quarter (25.0%; n=24) of the respondents had worked more than 3 but less than 5 
years. This implies that the remaining 75% (n=70) of the respondents had more than 5 
years post-qualification work experience. This is useful in terms of the responses as it 
suggests that the majority of respondents have a fair amount of experience to provide 
valuable information in their responses to the questionnaire. 
 
4.4.1.6 Number of years that the respondents worked with NPNs 
 
Figure 4.4 indicates the number of years that the respondents have worked with novice 
professional nurses (a novice being a professional nurse with less than 2 years’ 
experience after registration with SANC) following completion of their basic training. 
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Figure 4.4 Number of years worked with NPNs (N=94) 
 
There is a decreasing pattern indicating that a small percentage of very senior nurses 
worked with novice nurses over a long period of time. Overall, 39.3% (n=37) of the 
respondents indicated that they had worked with novice nurses for over 10 years. This 
is of concern as NSRs contribute towards personal and professional development of 
NPNs through mentorship (Thomka 2007:22, 26).  
 
4.4.1.7 NSRs working with NPNs 
 
Table 4.13 indicates the number of nurses in supervisory roles who are working with 
novice professional nurses. 
 
Table 4.13 Number of NSRs currently working with NPNs (n=85) 
 
How many novice professional 
nurses are you working with? Nurses in supervisory roles Percentage 
None  15 17.6 
1-3 40 47.1 
More than 3 30 35.3 
TOTAL 85 100.0 
 
Almost half of the respondents (47.1%; n=40) were working with 1-3 NPNs, and only 
17.6% (n=15) were not working with novice nurses at the time of the study. 
Respondents included those who had worked with or were currently working with NPNs. 
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4.4.1.8 Designation of respondents 
 
Figure 4.5 categorises the respondents according to their designations as professional 
nurses. 
 
 
 
Figure 4.5 Designation of the respondents (N=94) 
 
The majority (56.5%) of the NSRs were in the first level of a professional nurse. This is 
not of concern as the majority of this level of nurses (professional nurse grade 1) would 
have worked as professional nurses for up to 9 years. Professional nurses grades 2 and 
3 have worked minimum of ten and twenty years respectively, whereas, the operational 
nursing manager has worked a minimum of seven years as a professional nurse (South 
Africa 2007:8). 
 
4.4.2 Competence in health education 
 
The section that follows analyses the scoring patterns of the respondents per variable 
per section. Levels of disagreement (negative statements) were collapsed to show a 
single category of “Disagree”. A similar procedure was followed for the levels of 
agreement (positive statements). This is allowed due to the acceptable levels of 
reliability. The results are first presented using summarised percentages for the 
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variables that constitute each section. The results are then analysed according to the 
importance of the statements. 
 
4.4.2.1 Assessment before a health education session 
 
This section examines whether the novice nurses are able to conduct an assessment 
before rendering health education. 
 
The results are presented in table 4.14. 
 
Table 4.14 Assessment before a health education session (N=94) 
 
 Disagree Uncertain Agree Total 
% n % n % n % N 
Are able to identify health education needs 
of patients 
11.0 10 3.8 4 85.2 80 100.0 94 
Are able to identify health educational 
needs of the family 
13.2 13 14.5 14 72.3 68 100.0 94 
Prioritises patients’ needs 12.2 11 2.5 3 85.3 80 100.0 94 
Take patients’ history before health 
education is planned 
8.6 8 3.6 3 87.8 83 100.0 94 
Are able to recognise family needs for 
guidance 
8.8 8 16.2 15 75.0 71 100.0 94 
Assess patients’ hygiene needs 6.0 6 7.3 7 86.7 81 100.0 94 
Assess patients’ nutritional status/needs 11.1 10 3.8 4 85.1 80 100.0 94 
Assess compliance with treatment and care 11.0 10 8.5 8 80.5 76 100.0 94 
Assess weight management 10.8 10 18.1 17 71.1 67 100.0 94 
Assess patients’ health beliefs 9.6 9 13.3 13 77.1 72 100.0 94 
Assess issues of religion in relation to 
health 
9.8 9 15.8 15 74.4 70 100.0 94 
Assess cultural factors impending on  health 10.8 10 12.1 11 77.1 72 100.0 94 
Assess other barriers to health education 
like language 
6.2 6 14.8 14 79.0 74 100.0 94 
Enquire about educational level of the 
patients 
17.7 17 21.5 20 60.8 57 100.0 94 
 
There is an overall pattern of agreement, with the highest level of agreement being 
87.8% (n=83). The lowest value (60.8%; n=57) is for respondents believing that novice 
nurses only enquire about the educational qualifications of patients 6 out of 10 times. 
Most of the scores that are in the 70% range relate to health and family issues. Most of 
the scores above 80% relate to protocol and nutrition issues. From this it can be 
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deduced that, in the opinion of the respondents, novice nurses are clinical in their 
approach.  
 
4.4.2.2 Planning for health education sessions 
 
This section deals with the preparation that the NPNs make before rendering health 
education.  
 
Table 4.15 Planning for health educations (N=94) 
 
 Disagree Uncertain Agree Total 
% n % n % n % N 
Involve the patients in their own care 
planning 13.6 13 13.6 13 72.8 68 100.0 94 
Involve family/significant others in 
planning patients’ care 15.7 15 9.6 9 74.7 70 100.0 94 
Set appropriate objectives 8.4 8 15.7 15 75.9 71 100.0 94 
Take into consideration socio-economic 
status of patient 7.4 7 13.6 13 79.0 74 100.0 94 
Incorporates cultural beliefs and values 
during planning 10.6 10 10.6 10 78.8 74 100.0 94 
Apply appropriate visual aids 9.6 9 19.3 18 71.1 67 100.0 94 
Plan for immediate goals 4.9 5 7.4 7 87.7 82 100.0 94 
Plan for short term goals 6.3 6 6.3 6 87.4 82 100.0 94 
Plan for long-term goals 12.3 12 8.6 8 79.1 74 100.0 94 
Plan for appropriate time for education 8.5 8 12.2 11 79.3 75 100.0 94 
Prepare suitable/conducive environment 
for learning 10.8 10 7.3 7 81.9 77 100.0 94 
Prioritise patients’ needs 3.7 3 6.1 6 90.2 85 100.0 94 
Prepare visual aids to be used during 
the health education session 13.3 13 19.2 18 67.5 63 100.0 94 
 
The average level of agreement for this section is 79% (n=74). This shows that the 
NPNs do a lot of preparation before giving health education and the majority (90.2%; 
n=85), takes into consideration patients’ needs before rendering health education. The 
concern that stands out in this planning is the use of visual aids, which is vital for 
retention of learning, that showed the lowest percentage (71.1%; n=67) in preparation 
for health education. This may be due to unavailability of the visual aids as a result of 
budgetary constraints in government institutions. Most of the statements have values 
close to the average, except for three that are close to 90%, planning for immediate and 
short term goals as well as prioritisation of patients’ needs and one which is close to 
67%, preparation of visual aids. 
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4.4.2.3 Implementation of health education 
 
This section reviews the ability of the NPNs to put the health education plan into action. 
The average agreement score for this section is 88% (n=83). This is a good indicator 
that the NPNs are able to render health education from the point of view of NSRs. 
 
Table 4.16 Ability of the NPNS to implement health education (N=94) 
 
 Disagree Uncertain Agree Total 
% n % n % n % N 
Introduce themselves 3.7 4 2.3 2 94.0 88 100.0 94 
Introduce the topics 2.7 3 2.2 2 95.1 89 100.0 94 
Outline objectives of the sessions 8.4 8 7.3 7 84.3 79 100.0 94 
Evaluates prior knowledge of the audience 8.5 8 10.8 10 80.7 76 100.0 94 
Use language that is understood by the 
audience 
4.7 4 6.3 6 89.0 84 100.0 94 
Uses visual aids appropriately 10.8 10 13.3 13 75.9 71 100.0 94 
Uses their voices clearly 7.3 7 4.7 4 88.0 83 100.0 94 
Gain and maintain audience’s attention 7.3 7 6.1 6 86.6 81 100.0 94 
Demonstrate self-confidence 4.8 5 9.6 9 85.6 80 100.0 94 
Demonstrate a caring approach 3.6 3 4.9 5 91.5 86 100.0 94 
Maintain eye contact 3.6 3 4.9 5 91.5 86 100.0 94 
Are knowledgeable about topic content 4.7 4 6.3 6 89.0 84 100.0 94 
Do not portray judgemental attitudes 6.1 6 10.8 10 83.1 78 100.0 94 
Are able to give health education for 
common conditions 
6.2 6 6.2 6 87.6 82 100.0 94 
Use content suitable for age group of the 
audience 
2.4 2 9.8 9 87.8 83 100.0 94 
Use content that is accurate 3.6 3 8.4 8 88.0 83 100.0 94 
Use content that is relevant 6.1 6 7.3 7 86.6 81 100.0 94 
Use content that is up to date 3.6 3 7.2 7 89.2 84 100.0 94 
Give individualised health education 8.4 8 8.4 8 83.2 78 100.0 94 
Interact with clients 4.8 5 8.5 8 86.7 81 100.0 94 
Are able to answer patients’ questions 
during health education sessions 
6.2 6 6.2 6 87.6 82 100.0 94 
Ask questions during talk to check if 
content is well  understood 
8.3 8 6.1 6 85.6 80 100.0 94 
Modify health talks according to 
individuals’ needs 
3.6 3 9.5 9 86.9 82 100.0 94 
Motivate patient to change risky behaviour 3.6 3 6.0 6 90.4 85 100.0 94 
Build trusting relationships with patients 2.4 2 9.5 9 88.1 83 100.0 94 
Do not blame victims/patients 4.8 5 9.8 9 85.4 80 100.0 94 
Summarise main points 4.7 4 7.3 7 88.0 83 100.0 94 
Ask questions to evaluate if objectives have 
been met 
7.2 7 8.3 8 84.5 79 100.0 94 
 
The lowest ranked score (75.9%; n=71) is with reference to the novice nurses being 
able to use visual aids properly. Again visual aids are ranked low, yet people 
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understand and retain more information from written communication (Setswe et al 
2008:151).  
 
4.4.2.3.1 The novice nurses working in my unit know and understand their own 
limitations 
 
This section deals with NPNs’ ability to identify their limitations and to seek help where 
gaps are identified. 
 
Table 4.17 Nurses’ ability to identify their own limitations (N=94) 
 
 
Disagree Uncertain Agree Total 
% n % n % n % N 
Recognise own limitations to 
knowledge 3.6 3 8.3 8 88.1 83 100.0 94 
Ask for assistance when needed 4.8 5 1.2 1 94.0 88 100.0 94 
Consult resources like written 
information 6.0 6 3.5 3 90.5 85 100.0 94 
Consult multidisciplinary team 
members when necessary 2.4 2 3.8 4 93.8 88 100.0 94 
Work within their scope of practice 2.4 2 4.8 5 92.8 87 100.0 94 
Alter environment if necessary to 
promote learning 8.3 8 7.2 7 84.5 79 100.0 94 
Monitor the clients’ behaviour and 
delineate learning outcome 7.1 7 11.9 11 81.0 76 100.0 94 
 
 
The average level of agreement is 89% (n=84), which is a good indication that the 
novice professional nurses are able to identify their limitations. The table also shows 
that the novice professional nurses also seek help from colleagues and team members, 
which indicates that the NPNs are well-prepared in the team approach. This places 
responsibility to team members to keep abreast of knowledge and therefore to update 
themselves. According to the study of competence of home nursing staff by Gronroos 
and Perala (2008:33), professional nurses kept themselves abreast of developments by 
using evidence-based practice and reading scientific or professional journals. The 
lowest score is monitoring clients’ behaviour.  This could indicate that patients do not 
stay long in hospital, they get discharged before notice is taken of their behavioural 
changes following health education sessions.  Some of the behavioural changes could 
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also only be noticed when the patients are discharged. These changes could include 
healthy life style such as getting some exercise or healthy eating habits. 
 
4.4.2.3.2 Ability of NPNs to give health education on common topics  
 
This section interrogates the ability of nurses to give relevant health education. 
 
Table 4.18 Ability to give relevant health education (N=94) 
 
 
Disagree Uncertain Agree Total 
% n % n % n % N 
Educate patients on taking 
medication 2.4 2 4.8 5 92.8 87 100.0 94 
Educate patients on good nutrition 2.4 2 4.8 5 92.8 87 100.0 94 
Educate patients on weight 
management 6.1 6 9.6 9 84.3 79 100.0 94 
Give health education on specific 
diagnosis 2.4 2 4.8 5 92.8 87 100.0 94 
Give health education specific to 
individual diagnosis 2.4 2 6.0 6 91.6 86 100.0 94 
 
 
The average level of agreement is 91% (n=86). This shows that an overwhelming 
majority of NPNs are able to render relevant health education to patients. It is then 
assumed that this could be due to the fact that they have recently qualified and might 
therefore still be knowledgeable about common conditions they were taught during 
training.  
 
4.4.2.3.3 NPNs’ ability to apply levels of prevention in health education 
 
This section examines the ability of the nurses to not only identify disease causalities 
but also to anticipate and avert possible complications by applying all three levels of 
prevention during health education. 
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Figure 4.6 Ability to apply levels of prevention (N=94) 
 
The average level of agreement in this section was 87% (n=82). It is noted that all of the 
statements had an agreement rating close to the average score. That is, there was little 
deviation in the scoring pattern. These results could suggest reliability of the instrument, 
competence of NPNs in applying levels of prevention in health education as well as 
honesty of respondents in answering the questions. 
 
4.4.2.3.4 NPNs’ ability to integrate other factors involved in patients’ condition 
 
This section deals with the ability of the nurses to take into consideration, during health 
education, multi-factorial causalities of diseases. 
 
0.0 20.0 40.0 60.0 80.0 100.0
Primary level to prevent disease
Educate patients at secondary level of
prevention to deal with disease
Educate patients at secondary level for
behaviour modification
Educate clients at tertiary level of prevention
to prevent complications
Educate clients at tertiary level of prevention
to rehabilitate
Tertiary level to prevent complications of
disease
7.2%(n=7) 
4.7%(n=4) 
3.7%(n=3) 
3.8%(n=4) 
3.8%(n=4) 
4.7%(n=4) 
[VALUE]%(n=8) 
9.6%(n=9) 
[VALUE]%(n=8) 
9.9%(n=9) 
8.5%(n=8) 
6.4%(n=6) 
84.3%(n=79) 
[VALUE]%(n=81) 
88.1%(n=83) 
86.3%(n=81) 
[VALUE]%(n=82) 
88.9%(n=84) 
Percent 
Agree
Uncertain
Disagree
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Figure 4.7 Ability of nurses to integrate other factors involved in disease 
causality (N=94) 
 
The average score for this section is 78% (n=73). This reassures that nurses are 
knowledgeable in disease causalities and therefore are able to take these into 
consideration when rendering health education. 
 
4.4.2.3.5 The NPNs’ ability to use different methods of teaching 
 
This section looks at the ability of nurses to integrate different methods of teaching 
during health education. 
 
 
0.0 20.0 40.0 60.0 80.0 100.0
Analyse how environmental and personal
factors are interrelated
Relate significance of unhealthy lifestyle to 
patients’ health status 
Incorporate socio-economic determinants of
health
Analyse how cultural factors contribute to
health-illness cycle
7.4%(n=7) 
0%(n=0) 
6.2%(n=6) 
7.4%(n=7) 
23.5%(n=22) 
12.3%(n=12) 
18.5%(n=17) 
13.6%(n=13) 
69.1%(n=65) 
87.7%(n=82) 
75.3%(n=71) 
79%(n=74) 
Percent 
Agree
Uncertain
Disagree
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Figure 4.8 Ability of novice nurses to integrate different teaching methods in 
health education (N=94) 
 
The average score in this section is 76% (n=71), which is lower than the other averages 
of the other sections. There is a high percentage of novice nurses who use traditional 
teaching strategies, this could be an indication of methods they themselves were 
exposed to as nursing students. Conversely there is a low percentage novice nurses 
who use the innovative, participative interactive learner-based methods in health 
education. Lehasa (2007:70) advises that the use of formal teaching methods should be 
minimised in order to promote growth and independence in the recipients of education. 
 
0.0 20.0 40.0 60.0 80.0 100.0
Use formal lessons where appropriate
Demonstrate appropriately, for example, how to do
dressing
Use group discussions where appropriate
Involve audience in role plays where appropriate
Involve the audience in games as teaching strategies
Use case studies where suitable
[VALUE]%(n=1) 
4.7%(n=4) 
[VALUE]%(n=9) 
[VALUE](n=15) 
[VALUE]%(n=16) 
14.8%(n=14) 
[VALUE]%(n=9) 
6.4%(n=6) 
[VALUE]%(n=10) 
17.3%(n=16) 
20.0%(n=19) 
14.8%(n=14) 
[VALUE]%(n=84) 
[VALUE]%(n=84) 
[VALUE]%(n=75) 
[VALUE]%(n=63) 
[VALUE]%(n=59) 
70.4%(n=60) 
Percent 
Agree
Uncertain
Disagree
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4.4.2.4 Evaluation of health education outcome 
 
This section evaluates the ability of novice nurses in assessing whether the goals of 
health education have been achieved, following health education. 
 
 
Figure 4.9 Ability of novice nurses to evaluate the outcome of health education 
(N=94) 
  
0.0 20.0 40.0 60.0 80.0 100.0
Evaluate health education outcome with patients
Evaluate health education outcome with
family/significant others
Monitor clients’ behaviour for changes 
Evaluate health learning needs
Consider re-planning health education strategy where
necessary
Encourage patients during evaluation for the
improvement of health behaviour
4.7%(n=4) 
[VALUE]%(n=9) 
4.7%(n=4) 
[VALUE]%(n=2) 
[VALUE]%(n=7) 
[VALUE]%(n=1) 
13.7%(n=13) 
[VALUE]%(n=20) 
12.5%(n=12) 
[VALUE]%(n=12) 
17.3%(n=16) 
[VALUE]%(n=13) 
81.6%(n=77) 
[VALUE]%(n=65) 
82.8%(n=78) 
[VALUE]%(n=80) 
[VALUE]%(n=71) 
85.2%(n=80) 
Percent 
Agree
Uncertain
Disagree
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The average value for this section is 80% (n=75). The lowest value is 69.1% (n=65); 
which relates to novice nurses’ involvement of patients’ families. This is the lowest 
percentage in the first section as well and it tallies with the findings of Madigage 
(2005:46) which revealed a small percentage of family involvement by nurses in patient 
care. This is of concern as nurses should involve family members in patient care 
(Setswe et al 2008:163-165).  A possible explanation for the low involvement of family 
members might be that mostly the family members visit the patient during visiting hours.  
The environment during visiting hours is not usually conductive to patient teaching. 
 
4.5 HYPOTHESIS TESTING  
 
The traditional approach to reporting a result requires a statement of statistical 
significance. A p-value is generated from a test statistic. A significant result is 
indicated with "p < 0.05". These values are highlighted with an asterisk (*). 
 
The Chi square test was performed to determine whether there was a statistically 
significant relationship between the variables (rows vs columns).  
 
The null hypothesis states that there is no association between the two variables. The 
alternate hypothesis indicates that there is an association. 
 
The following table summarises the results of the chi square tests. 
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Table 4.19 Chi square results 
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Ev
al
ua
tio
n 
Age 0.596 0.013* 0.390 0.008* 0.577 0.331 0.124 0.22 0.863 
Gender 0.392 0.893 0.162 0.074 0.523 0.863 0.908 0.977 0.594 
Training 
programme 0.889 0.386 0.357 0.393 0.702 0.493 0.120 0.188 0.600 
Indicate the 
number of years 
you have worked 
as a professional 
nurse after SANC 
registration 
0.153 0.164 0.690 0.507 0.552 0.138 0.479 0.332 0.105 
Indicate the 
number of years 
you have worked 
with novice 
professional 
nurses following 
your completion of 
training 
0.193 0.023* 0.337 0.609 0.061 0.368 0.240 0.120 0.323 
Indicate your 
present 
designation 
0.112 0.066 0.309 0.432 0.142 0.015* 0.058 0.156 0.007* 
How many novice 
professional 
nurses are you 
working with? 
0.351 0.660 0.323 0.463 0.699 0.398 0.062 0.811 0.608 
 
For example: The p-value between “The novice nurses working in my unit know and 
understand their own limitations” and “Age” is 0.008 (which is less than the significance 
value of 0.05). This means that there is a significant relationship between the variables. 
That is, the age of the respondents did play a role in terms of how they rated novice 
nurses in knowing and understanding their own limitations. 
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All values without an asterisk (or p-values more than 0.05) do not have a significant 
relationship. For example, there is no significant relationship between the training 
programmes of the respondents and the number of years worked with the NPNs. 
 
4.6 CORRELATIONS  
 
Correlation refers to the technique which describes the connection between two or more 
variables (Polit & Beck 2012:390). 
 
Bivariate correlation was also performed on the (ordinal) data. The results are found in 
table 4.20 below. 
 
Table 4.20 Correlation between variables 
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A 
Correlation 
Coefficient 
1.000         
Sig. (2-tailed) .         
N 83         
B 
Correlation 
Coefficient 
.746** 1.000        
Sig. (2-tailed) .000 .        
N 83 83        
C 
Correlation 
Coefficient 
.770** .810** 1.000       
Sig. (2-tailed) .000 .000 .       
N 83 83 84       
D 
Correlation 
Coefficient 
.675** .711** .751** 1.000      
Sig. (2-tailed) .000 .000 .000 .      
N 83 83 84 84      
 
102 
 
 A
ss
es
sm
en
t b
ef
or
e 
he
al
th
 
ed
uc
at
io
n 
(A
) 
P
la
nn
in
g 
fo
r h
ea
lth
 e
du
ca
tio
n 
se
ss
io
n 
(B
) 
Im
pl
em
en
ta
tio
n 
of
 h
ea
lth
 
ed
uc
at
io
n 
(C
) 
K
no
w
 a
nd
 u
nd
er
st
an
d 
th
ei
r 
ow
n 
lim
ita
tio
ns
 (D
) 
G
iv
e 
he
al
th
 e
du
ca
tio
n 
on
 
co
m
m
on
 h
ea
lth
 to
pi
cs
 (E
) 
A
pp
ly
 th
e 
th
re
e 
le
ve
ls
 o
f 
he
al
th
 e
du
ca
tio
n 
(F
) 
In
te
gr
at
e 
ot
he
r f
ac
to
rs
 p
la
yi
ng
 
a 
ro
le
 in
 p
at
ie
nt
s’
 c
on
di
tio
n 
(G
) 
U
se
 d
iff
er
en
t m
et
ho
ds
 o
f 
te
ac
hi
ng
 (H
) 
E
va
lu
at
io
n 
of
 h
ea
lth
 e
du
ca
tio
n 
(I)
 
E 
Correlation 
Coefficient 
.615** .640** .713** .658** 1.000     
Sig. (2-tailed) .000 .000 .000 .000 .     
N 83 83 84 84 84     
F 
Correlation 
Coefficient 
.571** .550** .699** .656** .689** 1.000    
Sig. (2-tailed) .000 .000 .000 .000 .000 .    
N 83 83 84 84 84 85    
G 
Correlation 
Coefficient 
.573** .663** .714** .761** .602** .744** 1.000   
Sig. (2-tailed) .000 .000 .000 .000 .000 .000 .   
N 83 83 84 84 84 85 85   
H 
Correlation 
Coefficient 
.602** .688** .724** .693** .590** .679** .773** 1.000  
Sig. (2-tailed) .000 .000 .000 .000 .000 .000 .000 .  
N 83 83 84 84 84 85 85 85  
I 
Correlation 
Coefficient 
.692** .789** .821** .806** .661** .665** .822** .832** 1.000 
Sig. (2-tailed) .000 .000 .000 .000 .000 .000 .000 .000 . 
N 83 83 84 84 84 85 85 85 85 
**Correlation is significant at the 0.01 level (2-tailed). 
 
 
All of the significant correlation values are positive. The results indicate the following 
patterns: 
 
Positive values indicate a directly proportional relationship between the variables and a 
negative value indicates an inverse relationship. All significant relationships are 
indicated by one or two asterisks, which indicate positive values, there are no negative 
values. 
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It is noted that every single variable correlates positively with every other variable. This 
implies that the variables are all strongly related to one other. 
 
4.7 CONCLUSION 
 
In this chapter the researcher has described and analysed the data which was collected 
from NSRs using a structured instrument. The study objective was to explore the 
perceptions of the NSRs regarding the skills and knowledge the NPNs display in 
rendering health education to patients. The results reveal that the majority of NSRs 
perceive the NPNs as knowledgeable and skilled in health education. 
 
In chapter 5 the researcher concludes the study by discussing the findings and making 
recommendations for practice and further research. 
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CHAPTER 5 
 
PRESENTATION OF FINDINGS, LIMITATIONS AND 
RECOMMENDATIONS 
 
 
5.1 INTRODUCTION 
 
The purpose of the study was to explore the perceptions of nurses in supervisory roles 
(NSRs) regarding skills of the novice professional nurses (NPNs) in providing health 
education to patients. In chapter 4, the researcher gave a presentation and 
interpretation of the research findings. In this chapter, the researcher concludes the 
study by first discussing its findings and limitations.  Lastly, the study makes 
recommendations for further research. 
 
5.2 SUMMARY AND INTERPRETATION OF THE RESEARCH FINDINGS 
 
This section provides an integrated summary and interpretation of the findings obtained 
from data collected using a structured questionnaire. 
 
The respondents’ profile with regards to gender depicts that 7.1% (n=7) were male, 
whereas, 91.8% (n=86) were female. The majority of the participants, 69.4% (n=59), 
were between ages of 39-68.  This dominant age category is assumed to be more 
matured and therefore their views are more valued than those less matured. 
Nevertheless, this assumption would be valid if tied to their work experience in the 
context of the reported study. Indeed, the results proved this assumption to be worth 
exploring since the majority of respondents, 75% (n=70), had more than 5 years post-
qualification work experience. This finding was considered significant as it implied that 
the majority of respondents have a fair amount of experience to provide valuable 
information in their responses to the questionnaire. That however remained to be 
proven. 
 
As mentioned in chapter 1, the investigation conducted in this study was motivated by 
the researcher’s observation of the novice nurses’ possible lack of competence in health 
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education when giving health education in the clinical area. This observation was 
supported by general negative comments on NPNs’ competency that were informally 
picked up from the senior professional nurses. Upon literature review, it emerged that 
novice nurses were generally competent. The possible issue that was identified in the 
literature review was that the NPNs sometimes displayed lack of confidence at the 
beginning of their career and only showed improvement with time (Carlson et al 
2005:71; Etheridge 2007:25, 29; Holland et al 2010:463-464; Potter & Perry 2005:270). 
In order to gain a deeper insight into the perceived current state of affairs, perceptions 
of the more experienced nurses were sought regarding the competence of novice 
nurses in health education. It is against this backdrop that the current study was 
conducted.  
 
5.2.1 Assessment before health education 
 
Assessment before health education rotated around two factors. Firstly, the learning 
needs of the patients and their profile were considered crucial. It emerged that an 
overwhelming number of respondents, 87.7 % (n=82), indicated that NPNs do assess 
the patients’ needs before giving health education. The lowest response on the 
assessment of needs was enquiry regarding educational levels of patients. This factor 
was deemed important in the light of Edelman (2010:227) and Potter and Perry’s 
(2005:465) advise that the explanation during health education must be at the level of 
education of the patients. Secondly, it was vital to investigate if nurses take into 
consideration the socio-cultural factors, like literacy level of the patients, to ensure 
congruent health education (Geyer et al 2009:267; Wright & Maree 2008:37). The low 
response that was identified suggests that the NPNs do not consider it important to 
assess the level of education of their patients. This might, therefore, results in the 
provision of irrelevant health education (Geyer et al 2009:267). 
 
5.2.2 Planning for a health education session 
 
The majority of respondents, 90% (n=85), are in agreement that NPNs prioritise the 
patients’ needs when planning for health education. It was however noted that only 67% 
(n=63) prepare for the session and this had an overall agreement of 79% (n=74). The 
use of visual aids showed the lowest agreement of 67.5% (n=63).  This suggests that 
the availability of visual aids could be a concern among NPNs in the context of the 
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reported study.  The reasons for this shortcoming could be understood against the 
background that when the budget is tight (as in most governmental health institutions) 
the available money would rather be allocated to medicine, equipment and supplies 
than to visual aids.  
  
5.2.3 Implementation of health education 
 
5.2.3.1 Novice nurses’ knowledge and understanding of their limit 
 
According to the majority of the respondents, there was an average agreement score of 
88% (n=83) on competence, ie the ability of NPNs to render health education. The 
average level of agreement was 89% (n=84), thus indicating the ability of the novice 
nurses to understand their limitations. This observation is congruent with the study of 
transition shock that was conducted by Duchscher (2008:7) in which it emerged that the 
newly qualified nurses claimed that their performance was slower than that of their 
colleagues when it came to decision-making and completion of allocated tasks. 
 
5.2.3.2 Ability to give relevant health education 
 
The positive response of 91% (n=86) suggests that NPNs are knowledgeable and 
skilled to render health education in relation to common diseases and topics. 
 
5.2.3.3 Ability to apply different levels of health education 
 
This section signifies the ability of novice nurses to not only identify disease causalities 
but also to anticipate and avert possible complications by applying all three levels of 
prevention during health education. The average level of agreement in this section was 
87% (n=82), indicating competence of the novice nurses (according to NSRs) in 
applying levels of prevention in health education. It is assumed that the NPNs will 
therefore help prevent occurrence of diseases and complications of diseases; and also 
contribute to minimising severity of disease and restoring patients to maximum capacity 
of functioning (Edelman & Mandle 2010:14-18; Nies &McEwen 2007:7-8; Potter & Perry 
2010:10; Roux & Halstead 2009:288). 
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5.2.3.4 Ability to integrate other factors involved in patients’ condition 
 
The average score for this section was 78%. This finding reassures that nurses are 
knowledgeable in disease causalities. For instance, eighty-two (87.7%) of the 
respondents were of the opinion that novice nurses do provide significant information on 
dangers of unhealthy lifestyle to patients’ health status. This is vital information to share 
as unhealthy behaviour may lead to ill health and when patients are well informed about 
their condition. Moreover, recovery is expedited because of the knowledge they have 
regarding risk factors of the diseases they suffer from (Boulle 2009:32, 88; Edelman & 
Mandle 2010:244-245; Whitehead & Irvine 2010:9-10). 
 
5.2.3.5 Ability to use different methods of teaching in health education 
 
This section examined the nurses’ ability to integrate different methods of teaching 
during health education. The average score in this section was 76% due to a high 
percentage of novice nurses who use traditional teaching methods. This may indicate 
methods they were exposed to as students themselves. Literature suggests that in 
order to change the patients’ attitudes, one should employ strategies like group 
discussions and role plays. The formal teaching methods are only advisable when the 
content is too large and the audience is big (Edelman & Mandle 2010:253; Stanhope & 
Lancaster 2003:311; Stanhope & Lancaster 2010:194).  During training of nurses, the 
nurse educators should use innovative teaching methods to teach health education of 
patients so as to instil this to nurses. 
 
5.2.4 Evaluation of health education (outcome) 
 
This section explored whether novice nurses are able to evaluate health education 
outcome or not. The average score in this section is 80%. The lowest value is 69.1%, 
which was on the nurses’ ability to deal with patients’ families. This finding suggests 
that, in as much as nurses are able to evaluate health education outcomes, they do 
however neglect to involve family members. Literature supports the importance of family 
members’ involvement, such as, in psychomotor skills like wound dressings for the 
patient (Edelman & Mandle 2010:251). 
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5.3 SUMMARY OF FINDINGS 
 
Attainment of objective one: the findings revealed that the NPNs are knowledgeable and 
skilled in rendering health education to patients, as evidenced by 88% of senior nurses 
who were positive about novice nurses’ competence. 
 
Attainment of objective number two: in determining the barriers to health education, 
according to the perceptions of senior nurses, the novice pay less attention to the level 
of education of patients when preparing for health education. This is a significant area 
for one to ignore since the level of education can be a barrier as the patients may not 
understand the health education content. 
 
The assumed lack of competence: the study results suggest that, according to the views 
of NSRs, the NPNs are competent in providing health education to patients. The novice 
nurses do, however, need to take into consideration the importance of family 
involvement and level of education of patients when giving health education. 
 
5.4 RECOMMENDATIONS 
 
The following recommendations are based on the study findings, as discussed above. 
 
5.4.1 Recommendations for practice 
 
When planning for health education, the level of education of patients should be 
considered in order to give information that is relevant to the patient. Nurses should 
always involve family and/ or significant others in giving health education to patients, 
especially during discharge planning. Family can even be provided with demonstrated 
procedures, such as, wound dressings that needs to be done at home. 
 
5.4.2 Recommendations for nursing education 
 
Lecturers should emphasise a holistic approach to patient care by involving family 
members in health education. They should impress on student nurses that patients do 
not live in isolation and therefore family and significant others should be involved in 
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planning health education. Curriculum changes may therefore need to be made to 
emphasise involvement of family in health education. 
 
5.4.3 Recommendations for research 
 
It is hereby acknowledged that this study is not exhaustive on the issues investigated. 
For a start, a larger sample involving all hospitals in KZN province could still be 
investigated on the subject of the current study. The results of such a large scale 
sample could further be generalised to other provinces in South Africa. A broad 
investigation suitable for a doctoral thesis may address gaps in the current study by 
exploring the issue of perceptions of NSRs regarding their levels of skills in providing 
health education. Such a study could include a survey of patients regarding their 
satisfaction on health education received and the perceptions of NPNs on their skills in 
rendering health education to patients.  The results could prove to be of greater value 
when compared with the findings made in the current study. 
 
5.5 CONTRIBUTION OF THE STUDY 
 
Research findings of the current study have the potential to contribute to the most 
needed improvements in the health education. This contribution could be done by 
emphasising the use of innovative methods as opposed to the traditional lecture 
method. Such a contribution could go a long way towards improving the skill of health 
education. This report emphasises that a patient’s family should be involved in planning 
and rendering health education to the patient. The level of education of the patient 
should also be taken into consideration when planning and rendering health education. 
The study thus contributes to the body of knowledge. 
 
5.6 LIMITATIONS OF THE STUDY 
 
The study was done in one hospital at KwaZulu-Natal Province. This factor suggests 
that it cannot be generalised to the entire country or other provinces. As pointed out 
above, future studies can be conducted in other provinces and compared with this one. 
The other limitation is that a quarter of the respondents had less than five years’ 
experience as professional nurses. This, therefore, suggests that they might not have 
worked with NPNs for a significant period of time.  It should also be noted that the 
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current study was conducted during a transition period. This is whereby the R425 
programme was soon to be discontinued and professional nurse training likely to be at a 
degree level, as per pronouncement by regulation R.174 of the SANC. It could however 
be expected that the same principles of health education to patients would still apply in 
the near future. 
 
5.7 CONCLUDING REMARKS 
 
The aim of the study was to explore perceptions of senior nurses regarding the novice 
nurses’ competence in health education. Results revealed that a vast majority of senior 
nurses perceived novice nurses to be competent in rendering health education. 
Nevertheless, there is room for improvement in aspects of family involvement and 
consideration for level of education of patients. 
 
 
 
 
 
 
 
 
 
 
111 
LIST OF SOURCES 
American Association for Health Education. From: http://www.aaherd.org.aahe. 
(accessed 12 August 2010). 
Anderson, EE & Kiger, AM. 2008. ‘I felt like a real nurse’. Student nurses out on their 
own. Nursing Education Today 28:443-449. 
Andrews, MM & Boyle, JS. 2012. Transcultural concepts in nursing care. 6th edition. 
Philadelphia: Lippincott Williams & Wilkins. 
Babbie, E. 2013. The practice of social research. International edition. 13thedition. 
Belmont: Wadsworth. 
Babbie, ER. 2007. The practice of social research. 11thedition. California: Wadsworth. 
Baillière’s Nurses’ Dictionary: dictionary for nurses and health care workers. 2005. Sv 
“nurse”. 24th edition. Philadelphia: Elsevier. 
Bell, DJ. 2007. Investigating the perceptions of newly qualified registered nurses 
regarding the transition from student nurse to registered nurse. Journal of Community 
and Health Sciences 2(1):6-13. 
Berkow, S, Virkstis, K, Stewart, J & Conway, L. 2009. Assessing new graduate nurse 
performance. Nurse Educator 34(1):17-22. 
Berman, A & Snyder, SJ. 2012. Fundamentals of nursing: concepts, process and 
practice. 9th edition. New Jersey: Pearson Education. 
Björkström, ME, Athlin, EE & Johansson, IS. 2008. Nurses development of professional 
self-from being a nursing student in a baccalaureate programme to an experienced 
nurse. Journal of Clinical Nursing 17:1380-1391. 
Black, J, Allen, D, Redfern, L, Muzio, L, Rushowick, B, Balaski, B, Mortens, P, 
Crawford, MM, Conlin-Saindoz, K, Chapman, L, Gautreau, G, Brennan, M, Gosbee, B, 
Kelly, C & Round B. 2008. Competencies in the context of entry-level registered nurse 
practice: a collaborative project in Canada. International Nursing Review 55:171-178. 
Boulle, A. 2009. Knowledge of the hypertensive persons regarding prevention strategies 
for coronary heart disease. University of South Africa. From: http://www.unisa.ac.za 
(accessed16 August 2012). 
Brink, H, van der Walt, C & van Rensburg, G. 2012. Fundamentals of research 
methodology for health care professionals. 3rd edition. Cape Town: Juta. 
Bruce, JC, Klopper, HC & Mellish, JM. 2011. Teaching and learning the practice of 
nursing. 5th edition. Cape Town: Heinemann. 
Burns N & Grove SK. 2005.  The practice of social research: conduct, critique and 
utilization. 5th edition. St Louis: Elsevier/Saunders. 
Burns, N & Grove, SK. 2009. Understanding nursing research. 2nd edition. Thousand 
Oaks: Sage. 
 
112 
Campinha-Bacote, J. 2010. Transcultural C.A.R.E. Associates. The process of clinical 
competence in the delivery of health care services.  
From:  http://www.transculturalcare.net/ (accessed 23 April 2012). 
Carlson S, Kotze, WJ & van Rooyen, D. 2005. Experiences of final year nursing 
students in their preparedness to become professional nurses. Curationis 28(4):65-73. 
Casey, D. 2007. Findings from non-participant observational data concerning health 
promotion nursing practice in the acute hospital setting focusing on generalist nurse. 
Journal of Clinical Nursing 16:580-592. 
Cassimjee, R. 2007. An evaluation of students’ perceptions of the use of case-based 
teaching and group work in a first-year nursing programme. South African Journal of 
Health Education 21 (3):412-428. 
Chabeli, MM. 2007. Facilitating critical thinking within the nursing process framework: a 
literature review. Health SA Gesondheid 12(4):69-91. From: mhtml:file://G:\Academic 
Onefile-Document_do.mht (accessed 25 October 2012) 
Chan, CWH, Tam, WWS, Lo, SHS, McNaught, C & Shiu, ATY. 2009. Graduate 
Evaluation of a Baccalaureate Nursing Programme in Hong Kong. Hong Kong: Centre 
for Learning Enhancement and Research. 
Chapman, S, Bates, T, O’Neil, E & Chan, M. 2008. Teaching cultural competence in 
allied health professions in California. American Medical Association. California: UCSF 
Centre for the Health Care Professions. 
Compact Oxford Dictionary and Thesaurus. 2006. 2nd edition. New York: Oxford 
University Press (Hawker S). 
Cozby, PC. 2004. Methods in behavioural research. 8thedtion.Boston: McGraw-Hill. 
Creswell, JW. 2009. Research design: A qualitative, quantitative and mixed method 
approaches. 3rd edition. Thousand Oaks: Sage. 
Cronenwett, L, Sherwood, G, Barnsteiner, J, Disch, J, Johnson, J, Mitchell, P, Sullivan, 
DT & Warren, J. 2007. Quality and safety education for nurses. Nursing Outlook 
3(3):122-131. 
Department of Public Service and Administration. 2007. Implementation of the 
Occupation specific dispensation (OSD) for the occupations professional nurse, staff 
nurse and nursing assistant in the public service.  
From: http://www.dpsa.gov.za/dpsa2g/documents/ro/2007/OSD/18 2 p 24 10 2007.pdf 
(accessed 5 August 2013). 
De Vos, AS, Strydom, H, Fouché, CB & Delport, CSL. 2011. Research at grass roots: 
for the social sciences and human service professions. 4th edition. Cape Town: Van 
Schaik. 
Douglas, MK, Pierce, JU, Rosenkoetter, M, Callister, LC, Hattar-Pollara, M, Lauderdale, 
J, Miller, J, Milstead, J, Nardi, DA & Pacquiao, D. 2009. Standards of practice for 
culturally competent nursing care: A request for comments. Journal of Transcultural 
Nursing 20(3):257-269. 
 
113 
Duchscher, BJ. 2008. A process of becoming: The Stages of New Nursing Graduate 
Professional Role Transition. The Journal of Continuing Education in Nursing 
39(10):441-450. 
Duchscher, BJ. 2009. Transition shock: the initial stage of role adaptation for newly 
Registered Nurses. Journal of Advanced Nursing 65(5):1103-1113.  
Dyess, SM & Sherman, RO. 2009. The First Year of Practice: New Graduate Nurses’ 
Transition and Learning Needs. The Journal of Continuing Education in Nursing 40 
(9):403-410. 
Edelman, CL & Mandle, CL. 2010. Health promotion throughout the lifespan. 7th edition. 
St Louis: Mosby. 
Ericsson, KE, Whyte IV, J & Ward, P. 2007. Expert performance in nursing: reviewing 
research on expertise in nursing within the framework of the expert-performance 
approach. Advances in Nursing Science 30 (1):E58-E71. Walters Kluwer Health. 
Etheridge, SA. 2007. Learning to think like a nurse: stories from new nurse graduates.  
The Journal of Continuing Nursing Education 38 (1):24-31. 
Finkelman, A & Kenner, C. 2013. Professional nursing concepts. Competencies for 
quality leadership. 2nd edition. Boston: Jones & Bartlett. 
Geyer, N, Mogotlane, S & Young, A. 2009. Manual of nursing. 2nd edition. Cape Town: 
Juta. 
Glanz, K, Rimer, BK & Viswanath, K. 2008. Health behaviour and health education, 
theory, research and practice. 4th edition. San Francisco: Jossey-Bass. 
Gomm, R. 2008. Social research methodology. A critical introduction. 2nd edition. New 
York: Palgrave. 
Grochow, D. 2008. From novice to expert: transitioning graduate nurses.  Nursing 
Management 39(1):11-12. From: www.nursingmanagement.com (accessed 23 April 
2012).  
Gronroos, E & Perala, M. 2008. Self-reported competence of home nursing staff in 
Finland.  Journal of Advanced Nursing 64(1):27-37. 
Hallin, K & Danielson, E. 2007.Registered Nurses’ perceptions of their work and 
professional development. Journal of Advanced Nursing 61(1):62-67. 
Holland, K, Roxburgh, M, Johnson, M, Topping, K, Watson, R, Lauder, W & Porter, M. 
2010. Fitness for practice in nursing and midwifery education in Scotland, United 
Kingdom. Journal of Clinical Nursing 19:461-469. 
Hood, LJ.  2010. Leddy & Pepper’s Conceptual bases of professional nursing. 7th 
edition. Philadelphia: Wolters Kluwer.  
ICN see International Council of Nurses. 
International Council of Nurses. 2009. Reducing the Gap and Improving the Interface 
between Education and service: A Framework for Analysis and Solution Generation. 
ICN Regulation Series. Geneva: ICN. 
 
114 
Jaschinski, J & De Villiers, MR. 2008. Factors influencing the development of practical 
skills of interns working in regional hospitals of the Western Cape Province of South 
Africa. South African Family Practice 50(1):70-70d. 
Jooste, K. 2010. The principles and practice of nursing and health care: Ethos and 
professional practice, management, staff development, and research.  Pretoria: Van 
Schaik.  
Keating, SB. 2006. Curriculum development and evaluation in nursing. 2nd edition. New 
York: Springer. 
Kendall-Gallagher, D & Blegen, MA. 2009. Competence and Certification of Registered 
Nurses and Safety of Patients in Intensive Care Units.  American Journal of Critical 
Care 18(2):106-113.  
Kostovich, CT, Poradzisz, M, Wood, K & O’Brien, KL.2007. Learning style Preference 
and Student aptitude for Concept Maps. Journal of Nursing Education 46(5):225-231. 
Kreps, GL. 2012. Strategic use of communication to market cancer prevention and 
control to vulnerable populations. Communicacặo e Sociedade, NUMERO ESPECIAL 
119-126. 
Kumar, R. 2011. Research methodology. A step by step guide for beginners. 3rd edition. 
London: Sage. 
Lauder, W, Watson, R, Topping, K, Holland, K, Johnson, M, Porter, M, Roxburgh, M & 
Behr, A. 2008. An evaluation of fitness for practice curricula: self-efficacy, support and 
self-reported competence in preregistration student nurses and midwives. Journal of 
Clinical Nursing 17:1858-1867. 
Lehasa, KC. 2008.  Factors influencing output in the four (4) year nurse training 
programme in the Free State Province. University of South Africa. From: 
http://www.unisa.ac.za (accessed 23 August 2012). 
Levett-Jones, T & Lathlean, J.  2009. ‘Don’t rock the boat’: Nursing students’ 
experiences of conformity and compliance. Nursing Education Today 29:342-349. 
LoBiondo-Wood, G & Haber, J. 2006. Nursing research methods and critical appraisal 
for evidence-based practice. 6th edition. Philadelphia: Mosby. 
Lofmark, A, Smide, B & Witblad, K. 2006. Competence of newly graduated nurses-a 
comparison of the perceptions of qualified nurses and students. Journal of Advanced 
Nursing 53(6):721-728. 
Maree, K. 2010. First steps in research. Pretoria: Van Schaik. 
Mooney, M. 2007. Professional socialization: The key to survival as a newly qualified 
nurse. International Journal of Nursing Practice. 13:75-80. 
Mouton, J. 2001. How to succeed in your Master’s and Doctoral Studies:  a South 
African guide and resource book. Pretoria: Van Schaik. 
Mtshali, NG. 2005. Developing an outcomes-based curriculum, in Curriculum 
development in nursing, edited by L Uys & N Gwele. Johannesburg: Heinenmann. 
Muller, M. 2009. Nursing dynamics. 4th edition. Johannesburg: Heinenmann. 
 
115 
Munõz, C & Luckmann, J. 2005. Transcultural communication in nursing. 2nd edition. 
New York: Thomson.  
National Advisory Council on Nurse Education Practice. 2010. Addressing new 
challenges facing nursing education: solutions for a transforming healthcare 
environment. 8th annual report. United States: Department of Health and Human 
Services. 
National Nursing Research Unit. 2009. Providing preceptorship for newly qualified 
nurses: What are the components of success? London: King’s College. 
NEA. 2011. Nursing Summit. Nursing Education Association. 
Neuman, WL. 2012. Basics of social research: Qualitative and quantitative approaches. 
3rd edition. New Jersey Pearson. 
Ngubeni, NB. 2002. Cultural practices regarding antenatal care among Zulu women in a 
selected area in Gauteng. From: http://www.unisa.ac.za (accessed 16 August 2012). 
Nies, MA & McEwen, M. 2007. Community/Public Health Nursing. Promoting the health 
of populations. 4th edition. Philadelphia: Saunders. 
NMC see Nursing and Midwifery Council. 
Nulrit, P, Bella, CB, Gila, E & Revital, Z. 2009. Evaluation of a nursing intervention 
project to promote patient medication education. Journal of Clinical Nursing 
18(17):2530-2536. 
Nursing & Midwifery Council. 2008. Standards to support learning and assessment in 
practice. NMC standards for mentors, practice teachers and teachers. 2nd edition. 
London: NMC. 
Nyathi, NM. 2005. Factors contributing to absenteeism among nurses: a management 
perspective. From: http://www.unisa.ac.za (accessed 16 August 2012).  
Oxford Advanced Learners’ Dictionary. 2010. International Student’s Edition. New York: 
University Press. 
Parahoo, K. 2006. Nursing research: principles, process and issues. 2nd edition.  New 
York: Palgrave. 
LoBiondo-Wood, G & Haber, J. 2005. Nursing research: methods, critical appraisal and 
utilization. 6th edition. St Louis:  Mosby. 
Pillay, R. 2010. The skills gap in nursing management in South Africa: a sectoral 
analysis. Journal of Nursing Management 18(2):134-144. 
Polit, DF& Beck, CT. 2010. Essentials of nursing research. Appraising evidence for 
nursing practice. 7thedition. Philadelphia: Mosby. 
Polit, DF & Beck, CT. 2012. Nursing research. Generating and assessing evidence for 
nursing practice. 9th edition. Philadelphia: Lippincott. 
Potter, PA & Perry, AG. 2005. Fundamentals of nursing. 6th edition. Philadelphia: 
Elsevier. 
 
116 
Ragg, DM. 2011. Developing practice competencies. A foundation for generalist 
practice. New Jersey: Wiley. 
Riddell, R. 2007. Critical Assumptions: Thinking Critically About Critical Thinking. 
Journal of Nursing Education 46(3):121-126. 
Robinson, S & Griffiths, P. 2009. Preceptorship for newly qualified nurses: impacts, 
facilitators and constraints. National Nursing Research Unit. London: King’s College. 
From: http://www.kcl.ac.uk/schools/nursing/nnru (accessed 10 August 2012). 
Roux, G & Halstead, JA. 2009. Issues and trends in nursing: essential knowledge for 
today and tomorrow. Massachusetts: Jones and Bartlett. 
Rugg, G & Petre, M. 2007. A gentle guide to research methods. Maidenhead: Open 
University Press. 
Salonen, AH, Kaunonen, M, Meretoja, R & Tarkka, M. 2007. Competence profiles of 
recently registered nurses working in intensive and emergency settings. Journal of 
Nursing Management 15:792-800. 
SANC see South African Nursing Council. 
SAQA see South African Qualifications Authority. 
SAQA.1998. A definition of ‘competence’. From: http://www.saqa.org.za/glossary/terms. 
(accessed 27 October 2010). 
Searle, C, Human, SL & Mogotlane, SM. 2009. Professional practice: a South African 
nursing perspective. 5th edition. Johannesburg: Heinemann. 
Setswe, KG, Naudé, M & Zungu, L. 2008. Basic community health nursing. 2nd   edition.  
Cape Town: Pearson. 
Shirey, MR. Competencies and tips for effective leadership: from novice to expert. 
Journal of Nursing Administration 17(4):167-170. 
Smit, PJ, Cronjé, GJ de, Brevis, T & Vrba, MJ. 2007. Management principles. A 
contemporary edition for Africa. 4th edition. Cape Town: Juta. 
South Africa. 1986. Regulations relating to minimum requirements for a course leading 
to registration as a nurse (general, psychiatric & community) and midwifery. R425 in 
terms of the Nursing Act (Act no. 50, 1978, as amended). Pretoria: Government Printer. 
South Africa. 1989. Regulations relating to minimum requirements for a bridging course 
for Enrolled Nurses leading to registration as a general nurse or a psychiatric nurse. 
R683 in terms of the Nursing Act (Act no. 50, 1978, as amended). Pretoria: Government 
Printer. 
South Africa. 1991. The philosophy and policy of the South African Nursing Council with 
regard to professional nursing education. (Based on Act no.50, 1978, as amended). 
Pretoria: SANC. 
South Africa. 2005. Nursing Act, no. 33, 2005. Pretoria: Government Printer. 
 
117 
South African Nursing Council. 1984.  Regulations relating to the scope of practice of 
persons who are registered or enrolled under the nursing act, 1978 (Act no. 50, 1978, 
as amended). Pretoria: Government Printer. 
South African Nursing Council. 1985. Regulations relating to the approval of and the 
minimum requirements for the education and training of a nurse (general, psychiatric 
and community) and midwife leading to registration. Regulation R.425, in terms of the 
Nursing Act, 1978 (Act no. 50, 1978, as amended). Pretoria: Government Printer. 
South African Nursing Council. 1992. Minimum requirements for the education and 
guide concerning the teaching of students in the programme leading to registration as a 
nurse (general, psychiatric and community) and midwife (Regulation R.425 of 22 
February 1985, as amended). Pretoria: Government Printer. 
South African Nursing Council. 2001. Scope of practice of the nurse and midwife: 
overview of process. (Regulation R.2598 of 30 November 1984, as amended). Pretoria: 
Government Printer. 
South African Nursing Council. 2011. Regulations relating to the approval of and the 
minimum requirements for the education and training of a nurse leading to registration 
as a professional nurse. (Regulation R.1046 of 14 December 2011). Pretoria: 
Government Printer. 
South African Nursing Council. 2013a. Regulations relating to the approval of and 
minimum requirements for the education and training of a learner leading to registration 
in the categories professional nurse and midwife. (Regulation R.174 of 8 March 2013). 
Pretoria Government Printer. 
South African Nursing Council. 2013b. SANC Geographical distribution 2013. From: 
www.sanc.co.za (accessed 5 December 2013). 
Spector, N. 2009. A transition to practice regulatory model: changing the nursing 
paradigm. Dean’s Notes 31(2):1-3.  
Stanhope, M & Lancaster, J. 2004. Community and public health nursing. 6th edition.  St 
Louis: Mosby.  
Stanhope, M & Lancaster, J. 2010. Foundations of nursing in the community:  
community-oriented practice. 3rd edition. St Louis: Mosby. 
Strategic plan for nursing education, training and practice.  
From: http://www.denosa.org.za/upload/acts/Nursing Strategy (accessed 31 May 2013). 
The Holy Bible. 2011. King James Version. 6th edition. China: Hendrickson.  
Thomas, G. 2009. How to do your research project; a guide for students in education an 
applied social science.  London: Sage. 
Tweed, MJ, Bagg, W, Child, S, Wilkinson, TJ & Weller, JM. 2010. How the trainee intern 
(TI) year can the transition from undergraduate education to graduate practice. Journal 
of the New Zealand Medical Association 123(1318):1-7. From: 
http://nzma.org.nz/journal/123-1318/4220 (accessed 21 December 2012). 
 
118 
Ulrich, B, Krozek, C, Early, S, Ashlock, CH, Africa, LM & Carman, ML. 2010. Improving 
Retention, Confidence, and Competence of New Graduate Nurses: Results from a 19-
year Longitudinal Database. Nursing Economic$ 28(6):363-375. 
Uys, L & Gwele, N. 2005. Curriculum development in nursing. Johannesburg: 
Heinemann. 
Van Wyk, NC. 2011. Nursing in the community. Cape Town: Pearson. 
Verma, S, Paterson, M & Medves, J. 2006. Core competencies for health care 
professionals: What medicine, nursing, occupational therapy and physiotherapy share? 
Journal of Allied Health 35(2):105-115. 
Vlok, ME. 2006. Manual of community nursing and communicable diseases. Textbook 
for South African students. 5th edition. Cape Town: Juta. 
Whitehead, D & Irvine, F. 2010. Health promotion and health education in nursing: 
framework for practice. United Kingdom: Palgrave MacMillan. 
Whitehead, D. 2009. Reconciling the differences between health promotion in nursing 
and ‘general’ health promotion. International Journal of Nursing Studies 46:865-874. 
Wikipedia, the free encyclopaedia. Health education. From: 
http://en.wikipedia.org/wiki/Health-education (accessed 12 August 2010). 
Wilford, A & Doyle, TJ. 2006. Integrating simulation training into the nursing curriculum. 
British Journal of Nursing 15 (11):604-607. 
World Book Dictionary Encyclopaedia. 2009. Chicago: Britannica.  
Wright, SCD & Maree, JE.  2008. Health care practices influencing health promotion in 
urban black women in Tshwane. Curationis 31(3):36-43. 
Young, A, Mogotlane, MS & Geyer, N. 2009. Juta’s Manual of Nursing. Volume 1. FNS 
& GNS for the new nursing curriculum. 2nd edition. Cape Town: Juta. 
Zori, S & Morrison, B. 2009, Critical thinking in nurse managers. Nursing Economic$ 
27(2):75-98. 
Annexure A: Ethical clearance from the University of South Africa 
 
 
Annexure B: Letter seeking consent from the Department of Health, KwaZulu-
Natal Province 
 
510 Pengelly 
         36 Peacehaven 
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         28 September 2012 
Attention: Mrs . Snyman          
KwaZulu-Natal Department of Health 
Health Research & Knowledge Management 
33 Langalibalele Street 
Pietermaritzburg 
 
Dear Mrs Snyman 
 
Re: Permission to conduct research 
 
I am writing to request permission to conduct research study at Addington and 
Prince Mshiyeni Memorial hospitals. I am Mrs. T.P. Masango, employed by KZN 
DOH, KwaZulu-Natal College of Nursing’s Addington Campus and currently 
registered with University of South Africa (UNISA) for Masters in Health Studies. I 
am in the process of writing my Dissertation; the study is entitled ‘Perceptions of 
Nurses in Supervisory Roles regarding competence of Novice Professional Nurses in 
Health Education’ 
 
I hope that the Provincial Health Research committee will allow me to recruit the 
Nurses in Supervisory Roles (NSRs) from the two hospitals to anonymously 
complete the questionnaire (copy enclosed). Interested NSRs who volunteer to 
participate will be given a consent form to sign. 
 
If approval is granted, the participants will complete the questionnaire at their 
convenient times. 
 
The research results will be made available to the Department of Health on 
completion of the degree. 
 
Your approval to conduct the study will be greatly appreciated. 
 
Sincerely 
TP Masango 
 
My contact details: 
Thembi.masango@kznhealth.gov.za (e-mail) 
082 584 8299 (C) 
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If approval is granted, the participants will complete the questionnaires at their convenient 
times. The completion of the questionnaire should take not more than 10 minutes. 
 
The research results will be made available to your institution on completion of the degree. 
 
Your approval to conduct this study will be greatly appreciated. I will follow up with a phone 
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at that time. 
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ENGLISH CONSENT FORM 
 
Informed Consent Form for Participants in Research Studies 
 
RESEARCH TOPIC: 
PERCEPTIONS OF NURSES IN SUPERVISORY ROLES REGARDING 
COMPETENCE OF NOVICE PROFESSIONAL NURSES IN HEALTH EDUCATION 
 
A. Participant’s Statement 
 
I ………………………………….., agree that 
• the research has been explained to me orally. 
 
• I had the opportunity to ask questions and discuss the study. 
 
• I am aware of and consent to, your use of this information to achieve the 
objectives of your study.  
 
• I understand that the questionnaire will be used in publications and also that 
confidentiality and anonymity will be maintained. 
 
• I understand that I am free to withdraw from the study without penalty if I so 
wish and I consent to the processing of my personal information for the 
purposes of this study only and that it will not be used for any other purpose. 
 
Signed: ____________________ 
Date: ______________________ 
 
B. Researcher’s Statement 
I, Thembekile Purity Masango, confirm that I have carefully explained the purpose of 
the study to the participant.  
 
Signed: __________________ 
Date: ____________________ 
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Annexure G: Questionnaire 
 
PERCEPTIONS OF NURSES IN SUPERVISORY ROLES REGARDING COMPETENCE OF NOVICE 
PROFESSIONAL NURSES IN HEALTH EDUCATION 
 
Number of questionnaire                                                                For official use    
   
1 2 3 
Instructions:  
 
1. Please answer all questions by indicating with a cross (X) the number corresponding to your 
answer 
2. Please be as honest as possible in answering the questions 
3. Please answer according to your own opinion 
4. Please fill in the questionnaire individually, no discussion 
5. Please return the completed questionnaire by 30 NOVEMBER 2012 
 
For the purpose of this study, a Novice Professional Nurse shall mean a professional nurse who 
has successfully completed a basic nursing diploma or degree according to regulation, R425 as 
amended but has less than 2 years of clinical experience following registration with SANC.   
 
SECTION A: DEMOGRAPHIC DATA 
 
1. How old are you? 
      
For official 
use  
AGE       Answer     
1.1 28 years and younger  1     
1.2 29-38 years     2     
1.3 39-48 years     3     
1.4 49-58 years   4     
1.5 59-68 years     5     
1.6 69 years and above     6     4 
 
2 
 
2. What is your gender? 
          
 Gender       Answer     
2.1 Male       1     
2.2 Female     2     5 
 
         
3. Indicate the basic (undergraduate) nursing programme you completed. 
    
         
Training Programme        Answer    
3.1 Diploma Bridging : Enrolled to Professional nurse     1    
3.2 Diploma 3 years       2    
3.3 Diploma 4 years       3    
3.4 Degree 4 years       4    6 
  
 
       
4. Indicate other nursing programmes done 
      
Degree/Diploma done   Yes No    
4.1 Midwifery Diploma   1 2    7 
4.2 Community Nursing Degree/Diploma 1 2    8 
4.3 Nursing Administration Degree/Diploma 1 2    9 
4.4 Psychiatric Nursing Diploma   1 2    10 
4.5 Nursing Education Degree/Diploma 1 2    11 
4.6 Advanced Midwifery Diploma   1 2    12 
4.7 Bachelor of Arts: Nursing    1 2    13 
4.8 Honours Degree: Nursing   1 2    14 
4.9 Other Nursing qualification (please specify)   1 2    15 
 
         
 
3 
 
5. Indicate the number of years you have worked as a professional nurse after SANC 
registration 
  
Years  Answer     
5.1 less than 5 years   1     
5.2 5-9 years     2     
5.3 10-14 years   3     
5.4 15-19 years     4     
5.5 more than 19 years   5     16 
 
         
6. Indicate the number of years you have worked with novice professional nurses  
(less than 5 year’s registration with SANC) following your completion of training 
 
         
Years  Answer     
6.1 less than 6 years   1     
6.2 6-9 years     2     
6.3 10-13 years   3     
6.4 14-17 years     4     
6.5 more than 17 years   5     17 
 
         
7. Indicate your present designation 
      
Designation   Answer     
7.1 Professional Nurse grade1     1     
7.2 Professional Nurse grade 2     2     
7.3 Professional Nurse grade 3     3     
7.4 Operational Nursing Manager       4                                          18
 
 
4 
 
8. How many novice professional nurses are you working with? 
 
Number of novice nurses Answer 
8.1 None 1 
8.2 1-3 2 
8.3 More than 3 3 
 
 
 
SECTION B: 
PERCEPTIONS OF NURSES IN SUPERVISORY POSITIONS REGARDING COMPETENCE OF NOVICE 
PROFESSIONAL NURSE IN HEALTH EDUCATION 
 
 
For each item, indicate with a cross (X) as follows: 
1 - If you strongly disagree 
2 - If you disagree 
3 - If you are uncertain 
4 - If you agree 
5 - If you strongly agree 
 
 
19 1
 
 
5 
ASSESSMENT BEFORE HEALTH EDUCATION SESSION 
Assessment of audience/patient needs 
 
The novice nurses working in my unit  
 
 1 2 3 4  5 N/A 
1. Are able to identify health education needs of patients 1 2 3 4  5 N/A 
2. Are able to identify health educational needs of the family 1 2 3 4  5 N/A 
3. Prioritises patients’ needs 1 2 3 4  5 N/A 
4. Take patients’ history before health education is planned 1 2 3 4  5 N/A 
5. Are able to recognise family needs for guidance 1 2 3 4  5 N/A 
6. Assess patients’ hygiene needs 1 2 3 4  5 N/A 
7. Assess patients’ nutritional status/needs 1 2 3 4  5 N/A 
8. Assess compliance with treatment and care 1 2 3 4  5 N/A 
9. Assess weight management 1 2 3 4  5 N/A 
10. Assess patients’ health beliefs 1 2 3 4  5 N/A 
11. Assess issues of religion in relation to health 1 2 3 4  5 N/A 
12. Assess cultural factors impending on  health 1 2 3 4  5 N/A 
13. Assess other barriers to health education like language 1 2 3 4  5 N/A 
14. Enquire about educational level of the patients 1 2 3 4  5 N/A 
 
 
 
6 
PLANNING FOR THE HEALTH EDUCATION SESSION 
Planning for identified needs 
The novice nurses working in my unit  
 
 1 2 3 4 5  N/A 
15. Involve the patients in their own care planning  1 2 3 4  5 N/A 
16. Involve family/significant others in planning patients’ care  1 2 3 4  5 N/A 
17. Set appropriate objectives 1 2 3 4  5 N/A 
18. Take into consideration socio-economic status of patient 1 2 3 4  5 N/A 
19. Incorporates cultural beliefs and values during planning  1 2 3 4  5 N/A 
20. Apply appropriate visual aids 1 2 3 4  5 N/A 
21. Plan for immediate goals 1 2 3 4  5 N/A 
22. Plan for short term goals 1 2 3 4  5 N/A 
23. Plan for long-term goals 1 2 3 4  5 N/A 
24. Plan for appropriate time for education 1 2 3 4  5 N/A 
25. Prepare suitable/conducive environment for learning 1 2 3 4  5 N/A 
26. Prioritise patients’ needs 1 2 3 4  5 N/A 
27. Prepare visual aids to be used during the health education 
session 
1 2 3 4  5 N/A 
 
IMPLEMMENTATION 
During presentation of a health education talk the novice nurses working in my unit 
 1 2 3 4  5 N/A 
28. Introduce themselves 1 2 3 4  5 N/A 
29. Introduce the topics 1 2 3 4  5 N/A 
30. Outline objectives of the sessions 1 2 3 4  5 N/A 
31. Evaluates prior knowledge of the audience 1 2 3 4  5 N/A 
32. Use language that is understood by the audience 1 2 3 4  5 N/A 
33. Uses visual aids appropriately 1 2 3 4  5 N/A 
34. Uses their voices clearly 1 2 3 4  5 N/A 
 
7 
35. Gain and maintain audience’s attention 1 2 3 4  5 N/A 
36. Demonstrate self-confidence 1 2 3 4  5 N/A 
37. Demonstrate a caring approach 1 2 3 4  5 N/A 
38. Maintain eye contact 1 2 3 4  5 N/A 
39. Are knowledgeable about topic content 1 2 3 4  5 N/A 
40. Do not portray judgemental attitudes 1 2 3 4  5 N/A 
41. Are able to give health education for common conditions 1 2 3 4  5 N/A 
42. Use content suitable for age group of the audience 1 2 3 4  5 N/A 
43. Use content that is accurate 1 2 3 4  5 N/A 
44. Use content that is relevant 1 2 3 4  5 N/A 
45. Use content that is up to date 1 2 3 4  5 N/A 
46. Give individualised health education 1 2 3 4  5 N/A 
47. Interact with clients 1 2 3 4  5 N/A 
48. Are able to answer patients’ questions during health education 
sessions 
1 2 3 4  5 N/A 
49. Ask questions during talk to check if content is well  understood 1 2 3 4  5 N/A 
50. Modify health talks according to individuals’ needs 1 2 3 4  5 N/A 
51. Motivate patient to change risky behaviour 1 2 3 4  5 N/A 
52. Build trusting relationships with patients 1 2 3 4  5 N/A 
53. Do not blame victims/patients 1 2 3 4  5 N/A 
54. Summarise main points 1 2 3 4  5 N/A 
55. Ask questions to evaluate if objectives have been met 1 2 3 4  5 N/A 
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The novice nurses working in my unit, know and understand their own limitations. They 
 
 1 2 3 4  5 N/A 
56. Recognise own limitations to knowledge 1 2 3 4  5 N/A 
57. Ask for assistance when needed 1 2 3 4  5 N/A 
58. Consult resources like written information 1 2 3 4  5 N/A 
59. Consult multidisciplinary team members when necessary 1 2 3 4  5 N/A 
60. Work within their scope of practice 1 2 3 4  5 N/A 
61. Alter environment if necessary to promote learning 1 2 3 4  5 N/A 
62. Monitor the clients’ behaviour and delineate learning outcome 1 2 3 4  5 N/A 
 
 
The novice nurses working in my unit are able to give health education on common 
conditions/health topics.  They are able to 
 
 1 2 3 4  5 N/A 
63. Educate patients on taking medication 1 2 3 4  5 N/A 
64. Educate patients on good nutrition 1 2 3 4  5 N/A 
65. Educate patients on weight management 1 2 3 4  5 N/A 
66. Give health education on specific diagnosis 1 2 3 4  5 N/A 
67. Give health education specific to individual diagnosis 1 2 3 4  5 N/A 
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The novice nurses working in my unit applies the three levels of health education.  They educate 
patients/clients at 
 
 1 2 3 4  5 N/A 
68. Primary level to prevent disease 1 2 3 4  5 N/A 
69. Educate patients at secondary level of prevention to deal with 
disease 
1 2 3 4  5 N/A 
70. Educate patients at secondary level for behaviour modification 1 2 3 4  5 N/A 
71. Educate clients at tertiary level of prevention to prevent 
complications  
1 2 3 4  5 N/A 
72. Educate clients at tertiary level of prevention to rehabilitate 1 2 3 4  5 N/A 
73. Tertiary level to prevent complications of disease 1 2 3 4  5 N/A 
 
 
The novice nurses working in my unit integrates other factors playing a role in patients’ condition.  
They  
 
 1 2 3 4  5 N/A 
74. Analyse how environmental and personal factors are 
interrelated 
1 2 3 4  5 N/A 
75. Relate significance of unhealthy lifestyle to patients’ health 
status 
1 2 3 4  5 N/A 
76. Incorporate socio-economic determinants of health 1 2 3 4  5 N/A 
77. Analyse how cultural factors contribute to health-illness cycle 1 2 3 4  5 N/A 
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The novice nurses working in my unit use different methods of teaching. They  
 
 1 2 3 4  5 N/A 
78. Use formal lessons where appropriate 1 2 3 4  5 N/A 
79. Demonstrate appropriately, for example, how to do dressing 1 2 3 4  5 N/A 
80. Use group discussions where appropriate 1 2 3 4  5 N/A 
81. Involve audience in role plays where appropriate 1 2 3 4  5 N/A 
82. Involve the audience in games as teaching strategies 1 2 3 4  5 N/A 
83. Use case studies where suitable 1 2 3 4  5 N/A 
 
EVALUATION 
The novice nurses working in my unit  
 
 1 2 3 4  5 N/A 
84. Evaluate health education outcome with patients 1 2 3 4  5 N/A 
85. Evaluate health education outcome with family/significant 
others 
1 2 3 4  5 N/A 
86. Monitor clients’ behaviour for changes 1 2 3 4  5 N/A 
87. Evaluate health learning needs 1 2 3 4  5 N/A 
88. Consider re-planning health education strategy where necessary 1 2 3 4  5 N/A 
89. Encourage patients during evaluation for the improvement of 
health behaviour 
1 2 3 4  5 N/A 
 
THANK YOU FOR YOUR CO-OPERATION AND PARTICIPATION! 
 
 
